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N ECTARINES have always been a popular 
Sexton item because of their distinctive 
flavor and individual character. Sexton fruit 
compote a la European is also much in de- 
mand. This combination of luscious prunes, 
pears, apricots and peaches makes a service 
delicious, appetizing and different. 
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In truth, all Sexton dried fruits are extraor- 
dinary in that such high quality is available 
at so low a cost. They afford a saving to 
you in price and in preparation . . . certain 
satisfaction for patron . . . a profit for all. 
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Asa Hospital Thinks 


By S.S. GOLDWATER, M.D. 


NUMBER 1 


Hospital Consultant, New York City 


question, “‘Who is the most important per- 

son in the hospital?” no longer expects to 
see a blush of self-consciousness suffuse the cheek 
of the distinguished surgeon who sits in the front 
row, an object of admiration and deference. The 
surgeon has heard that question before and it does 
not fool him. He knows quite well that the speaker 
will presently name the patient as the hospital’s 
most important personality and that the designa- 
tion will go unchallenged by the audience. 

If the hospital patient is an important person, 
he is also a puzzling one. 
The hospital expects him 
to be grateful for its devo- 
tion; but when the patient 
speaks for himself, his 
comments are often un- 
friendly and critical ; he is 
not at all sure that the doc- 
tors treated him properly 
and he is convinced that 
the hospital cruelly over- 
charged him. Evidently 
the patient, whose prime 
importance the hospital 
recognizes, does not al- 


a T HE orator who asks his audience the familiar 


ways understand the hos- 
pital’s problems or credit 





Have American hospitals met fully 
the responsibilities that are properly 
theirs?Are they dodging an important 
duty that they owe to the public? Has 
the“unfimshed business of general hos- 
pitals” been tabled without discussion? 
In this challenging article Doctor 
Goldwater raises some questions that 
are often overlooked and suggests 
methods of meeting them 


it with its really humane purpose. If he did, he 
would cease complaining and would summon his 
friends to join him in its vigorous support. 

Suppose we now turn about and ask whether 
the hospital understands the patient. Since any 
hospital has dealt with thousands of patients— 
with hundreds of thousands in the case of the 
older and larger hospitals—it ought to; yet I doubt 
whether before the advent of hospital social serv- 
ice and of modern psychology the hospital, for all 
its good intentions, fully understood the needs of 
more than a very few of its patients. Hospital so- 
cial service is getting to be 
an old story now, and its 
kindly and beneficent influ- 
ence has been far-reach- 
ing, but its peculiarly per- 
sonal approach to the 
patient has not yet become 
the consistent way of hos- 
pital administration as a 
whole. 

Hospitals do not think 
alike. The study of hos- 
pital reports reveals a 
number of characteristic 
administrative attitudes 
toward the patient. Each 
of these attitudes expres- 
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ses and emphasizes a special interest or purpose, 
blended no doubt with a sincere underlying con- 
cern for the patient himself, but often combined in 
a way that does not completely satisfy the patient’s 
need. Let us glance at some of these characteristic 
administrative attitudes and see, if we can, what 
is right and what may be wrong about them. 

To the statistically minded hospital, and there 
are many such, the patient is essentially a unit of 
treatment. In the preparation of its annual report 
this type of hospital stresses numbers above every- 
thing else. Its slogan is “See us grow!” According 
to its optimistic and complacent way of thinking, 
expanding figures show not only increasing need 
of the hospital’s service but a growing apprecia- 
tion of its work. 


All Heart and No Head 


Now, while an annual report minus statistics is 
unthinkable as a record of hospital activities, any- 
body who takes it for granted that figures tell or 
can tell the whole story of a hospital’s service is 
mistaken. A hospital report should always include 
a critical explanation of relevant facts which 
naked figures cannot describe, and the explanation 
should be made in language a layman can under- 
stand. Everybody knows that in defining the al- 
coholic content of beer, the law mentions both 
weight and volume; evidently Congress felt that if 
weight or volume alone were mentioned, the defini- 
tion would lack precision. Similarly a record of 
volume alone cannot tell the true story of hospital 
service, a service in which quality is at least as 
important as quantity. 

The hospital that is preeminently sentimental, 
or shall we say social-minded, treats statistics as 
relatively unimportant. In the reports of hospitals 
of this type it is the poverty or helplessness of the 
patient that is particularly stressed. As dramati- 
cally as possible the report plays up the hospital’s 
heroic efforts to succor the sick poor. Such a hos- 
pital regards itself as a modern exemplar of the 
good Samaritan, and as such it is all for the relief 
of the distressed. I am convinced that behind the 
carefully selected but scarcely exaggerated sob 
stories by means of which this type of hospital ap- 
peals to its public there is in most cases a warm 
and genuine humanitarian impulse. There is, how- 
ever, some danger that the habit of yielding to this 
impulse, if not restrained, may eventually result 
in a sentimentalism that is fatal to the ends of 
social justice. 

To give to the sick poor is noble and it is cred- 
itable for a hospital to mediate honestly between 
the rich man and his needy neighbor, but there are 
critics of hospital administration, dissatisfied doc- 
tors for the most part, who accuse hospitals of a 
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lack of discrimination in the admission of free 
patients. If this charge can be substantiated, it 
means that hospitals are guilty of squandering 
upon the unworthy money which was intended for 
the relief of the poor. I am convinced that the oft- 
repeated charge of indiscriminate service is exag- 
gerated, but that it is utterly lacking in foundation 
I am not willing to assert. When a hospital is ac- 
cused of indiscriminate charity it should receive 
the charge without resentment and should reexam- 
ine its routine procedure with a view to the correc- 
tion of any faulty methods that the investigation 
may reveal. Hospital work would lose its principal 
virtue if the charitable impulse that has prompted 
so much of it were killed. But is it not equally 
true to say that justice will sooner or later be 
tricked by a hospital that is all heart and no head? 

If sentimentalism softens the fiber and weakens 
the procedure of some hospitals, there are others— 
fortunately not many—that are thoroughly hard- 
boiled. To these institutions, business is business, 
hence the patient who is an unprofitable customer 
is not a welcome guest. While the social-minded 
hospital points with pardonable pride to its oper- 
ating deficit and regards the gap between its re- 
ceipts and its expenditures as the measure of its 
useful social service, its neighbor, obsessed by the 
thought that a hospital is essentially a business to 
be conducted like any other business, looks with 
distaste if not with abhorrence upon any transac- 
tion that does not square with business principles 
and considers its management successful only if 
at the end of the fiscal year it is able to report that 
no loss has been incurred. For me a hospital that 
obeys no law but the law of business has little 
charm. If hospital solvency is purchasable only at 
the price of soullessness it might be better to risk 
insolvency, and to trust the community to come to 
the rescue. 


Hard-Boiled Policy Does Not Pay 


There is a tendency on the part of hospital com- 
mentators to lose sight of the essential difference 
between the proprietary hospital, admittedly con- 
ducted for profit, and the community hospital 
which theoretically is dedicated to service alone. 
It is particularly difficult to keep the distinction 
clear where the community hospital is one that 
abhors a deficit. For purposes of tax exemption 
and for legal purposes generally, the community 
hospital is defined as a nonprofit hospital, that is, 
one which is not conducted with a view to profit, 
which has no stockholders and which declares no 
dividends. But these negative characteristics apply 
equally to two groups of community hospitals 
whose habits and social value are not alike, namely, 
the voluntary hospital which insists upon earning 
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100 per cent of its operating expenses, and the hu- 
manitarian hospital which looks upon itself as a 
haven for the needy sick. A hospital in which the 
spirit of helpfulness rules is quite certain to incur 
losses. Some nonprofit hospitals, it seems to me, 
might more accurately be described as no-loss hos- 
pitals. 


Public Distrust Is Engendered 


It might be a good thing for the country to ask 
every pseudo-community or no-loss hospital to go 
into retreat for a time and meditate upon the re- 
sults of its hard-boiled policy of avoiding a deficit. 
If when the depression is over, the country calls 
for an audit of its moral or social assets and pro- 
ceeds from industrial recovery to an effort to 
achieve moral recovery, such an invitation will be 
in order. When that time comes, the no-loss or 
pseudo-community hospital need not go into retreat 
alone; a fitting companion for it in reflection and, 
let us hope, in repentance will be the no-risk hos- 
pital which seeks to impress its public not by the 
courageous readiness of its staff to attack the most 
desperate cases, but by a low death rate achieved 
if necessary by shunting off to other hospitals cases 
that have a bad prognosis. 

The hospital that deliberately abandons a heavy 
and hazardous local ambulance service, knowing 
full well that no other hospital can take care of the 
accidents in the district as conveniently or effec- 
tively as it can, and the crafty hospital which while 
continuing its ambulance service encourages its 
ambulance surgeons to give the hospital and not 
the patient the benefit of the doubt when a street 
case looks hopeless, sink to a mighty low moral 
plane. Such hospitals engender in the public mind 
much of the widespread distrust for hospitals that 
the committee on public relations of the American 
Hospital Association is doing its utmost to coun- 
teract. There is no warrant for the acceptance of 
a hospital’s death rate at its face value; the care- 
ful observer will reserve judgment until all of the 
related facts have been examined. When this is 
done, the no-risk hospital stands revealed as the 
black sheep of the hospital fold. 

A hospital is sometimes impelled to change its 
attitude toward patients by some unexpected and 
alarming occurrence, such as an epidemic of pneu- 
monia in a medical ward, a run of erysipelas in a 
surgical ward, an unexpected series of obstetrical 
infections, vaginitis in the children’s ward. These 
are experiences that few hospitals escape, and 
nothing else so quickly modifies the attitude of the 
administration toward the patient. When an epi- 
demic occurs, the hospital’s routine preventive 
measures are carefully reviewed and exceptionally 
rigorous protective measures are instituted. 
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In the period following the occurrence of a house 
epidemic, the attitude of the hospital toward would- 
be patients is not unlike that of a national govern- 
ment toward immigrants just after a disturbance 
attributed to alien agitators. For some time after 
the epidemic, the admitting physician regards 
every patient who applies to the hospital, as the 
tool of cunning microbes which are secretly plot- 
ting to undermine the hospital’s safety. Extreme 
measures of an exceptionally laborious nature 
which hospitals adopt at a time of great excitement 
and intense fear—such measures as the daily ex- 
amination of the throats of all patients, staff mem- 
bers, nurses, ward attendants and kitchen workers, 
for the detection of diphtheria carriers—are gen- 
erally relaxed when the excitement subsides. It is, 
however, out of experiences like these that the ac- 
tual hygienic practices of hospitals have grown; a 
burned child dreads the fire, and a germ devastated 
hospital becomes to a greater or lesser extent per- 
manently epidemic conscious. 


Why Length of Stay Has Decreased 


A preference for certain types of patients and a 
disposition to avoid others is characteristic of hos- 
pitals in normal times as well as during periods of 
unusual stress. Most of our general hospitals ex- 
clude by definition cases of certain types. Among 
the grounds for such exclusion are a limited clinical 
program, endowment restrictions, fear of conta- 
gion, moral prejudice, convenience, expense, race 
prejudice and a distaste for notoriety. 

Contagious cases are dreaded by general hos- 
pitals in America, partly because so few of our 
hospitals are organized and equipped for their 
prompt detection and proper segregation. In the 
great general hospitals on the European continent 
the treatment of infectious diseases is all in the 
day’s work and a similar attitude will doubtless be 
developed in our own general hospitals when they 
are planned with this type of service in mind. In 
the course of time we may expect to see a friendlier 
attitude on the part of general hospitals toward 
mental cases, but first there will have to be a more 
general understanding of the nature of mental dis- 
orders and a greater interest in mental hygiene on 
the part of the general medical practitioner. 

A hospital that is primarily interested in ad- 
vancing scientific medicine or that is actively en- 
gaged in medical teaching sometimes looks askance 
at the ward patient who is not good material for 
scientific study or who lacks the features of a clas- 
sical case suitable for presentation to medical stu- 
dents. A professor of clinical medicine in a West- 
ern city with whom I discussed this speciaiized 
attitude, admitted that he would feel annoyed if his 
house staff bothered him to look at a patient who 
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did not fit in with his teaching program or did not 
present some sign or symptom of scientific inter- 
est. If all clinical professors adopted this attitude, 
it would make one question the claim of the teach- 
ing hospital to be one in which the highest stand- 
ards prevail and, consequently, a hospital whose 
patients should be regarded as the favorites of for- 
tune. In a hospital thus motivated, the professor’s 
chosen patients may indeed be a subject for envy, 
but how are we to appraise the prospects of the 
patient who is left to the mercy of the relatively 
inexperienced members of the house staff? 

A single generation has witnessed a reduction in 
the average length of stay of patients in hospitals 
in America from more than twenty days to eleven 
or twelve days. What influences have contributed 
to this reduction? “Increased administrative effi- 
ciency,” says the hospital administrator, patting 
himself on the back. “Scientific progress and en- 
hanced clinical skill,’ declares the doctor, not with- 
out a touch of pride in his own contribution to so 
excellent a result. “Half truths,” comments the 
critical observer who upon close inspection per- 
ceives that other influences, such as the selection 
of cases, are involved. 

The duration of hospital treatment has, of 
course, been diminished in many instances by mod- 
ern scientific aids to diagnosis, by the extension of 
the practice of aseptic surgery, by improved thera- 
peutic methods, by better nursing and by a stricter 
application of the principles of sanitation and hy- 
giene. But we know also that the voluntary hospi- 
tal nowadays has a conception of its responsibility 
that permits the hospital to limit itself pretty 
strictly to the handling of the critical stages of 
acute diseases. 

This doctrine of limited responsibility has taken 
a much firmer hold on hospitals in America than 
elsewhere. The difference between the United 
States and England is revealed rather strikingly 
b¥ comparing the experience of hospital insurance 
plans in our own country with that of the Hospital 
Savings Association in England, a gigantic organ- 
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ization which in the year 1932 enrolled nearly a 
million subscribers. Members of the Hospital Sav- 
ings Association who were admitted to London 
hospitals last year remained, on the average, 20 1/3 
days; in our own country the average duration of 
treatment of patients participating in hospital in- 
surance schemes is about one-third less. 

Strong arguments can be adduced in favor of the 
practice of limiting the service of general hospitals 
to the care of acute diseases in their critical stages, 
provided suitable accommodations are available 
elsewhere for chronics and convalescents. But 
since this happy condition rarely exists, American 
hospital administration, at this point, is open to 
serious criticism. Some years ago, in addressing 
the members of the staff of a celebrated university 
hospital, I urged them to step aside from their 
daily tasks long enough to consider seriously the 
“unfinished business of general hospitals” and I 
recall vividly that while the clinicians who were 
present accepted good-naturedly the well meant 
implications of this suggestion, the sensitive super- 
intendent of the hospital erroneously interpreted 
and warmly resented my remarks as an unwar- 
ranted reflection upon the quality of his adminis- 
tration. The fact is that there is now, as there was 
then, much desirable medical and medico-social 
service that even the best hospitals leave undone, 
less on account of indifference or a lack of idealism 
than because of restricted means. 

There are probably few hospital superintendents 
today who would not frankly admit that a wide gap 
exists between current hospital practice and the 
total hospital needs of the typical American com- 
munity. The hope of the future lies not alone in 
our ability to perceive and our readiness to ac- 
knowledge the shortcomings of existing hospital 
service but in a firm determination to see that 
known deficiencies are supplied. Progress in this 
direction is expected to come from the activities of 
the local hospital councils which are now being 
formed in many places and whose primary object 
is a carefully planned community hospital service. 





SOIR Nos 


For Better Care of the Mentally Ill 


A review of the history of the care of mentally ill pa- 
tients points definitely to the state’s responsibility for the 
adequacy of this treatment, according to a recent report 
by a committee appointed by Governor Gifford Pinchot of 
Pennsylvania. “The present dual system with responsibility 
divided between the counties and the state results in wide 
variation in treatment, depending largely upon the resi- 
dence of the patients,” the report states. 

The state’s responsibilities can best be discharged, the 
committee affirms, through the advice, counsel and recom- 
mendations of a well organized bureau of mental health to 


define policies, to coordinate hospitals, schools and insti- 
tutions engaged in varied mental health activities, to pro- 
vide skilled guidance and important leadership, and to plan 
progressive development of the program as a whole. “The 
great arm of prevention” upheld by the present Pennsy!- 
vania bureau “offers to the taxpayer one solution of the 
ever increasing financial burden made necessary in the past 
by the buildings required to house and maintain the grow- 
ing numbers of the mentally ill,” says the committee. 

As a part of its report, the committee sets up certain 
numerice! standards for the care of mental patients includ- 
ing the types of buildings required and the personnel of 
various types needed for a hospital with 2,000 patients. 
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Remodeling Program Provides Beds 
for 632 Tuberculous Patients 


By H. P. VAN ARSDALL, A.LA. 


Samuel Hannaford & Sons, Architects, Cincinnati 


rium represents a gradual development ex- 

tending over a period of more than sixty 
years. The new construction and remodeling pro- 
gram now nearing completion makes available 
modern hospital facilities to care for 632 indigent 
patients. 

The sanatorium is situated in a semirural dis- 
trict in the center of a hilly plot comprising about 
125 acres in the northwest section of Cincinnati. 

During the early seventies the city of Cincinnati 
acquired a portion of the present site and con- 
structed a small hospital known as the “branch” 
for patients suffering from communicable dis- 
eases. In 1926 this was taken over by the county 
and became the Hamilton County Tuberculosis 
Sanatorium. 

In 1915 a fairly extensive building program was 
begun by the board of hospital commissioners and 
six additional units were constructed—an admin- 
istration building, a reception building, a children’s 
building, a kitchen and dining hall, a power and 
laundry building and a nurses’ home. 


[x Hamilton County Tuberculosis Sanato- 





Ten years after the completion of these additions 
it became necessary to consider further expansion 
in order to hospitalize tuberculous patients. A 
county bond issue was proposed and authorized 
in 1928 for the construction of the first infirmary 
unit which was to form a part of the extensive 
program now nearing completion. The Hamilton 
County Tuberculosis Hospital building commission 
was formed of four appointed members and three 
county commissioners to develop and carry out a 
complete hospital scheme. All remodeling work 
was under the direct charge of the county commis- 
sioners working in close cooperation with the 
hospital building commission. The first infirmary 
unit to care for sixty-six patients was completed 
in 1929. 

While the first unit was under construction the 
commission, supported by a citizens’ committee, 
the Anti-Tuberculosis League and the Public 
Health Federation, requested a second bond issue 
of $2,000,000 which was authorized by the voters 
in the fall of 1928. With this sum and additional 
appropriations made available by the county com- 








46 


missioners, completion of the full program was 
assured. Soon thereafter the commission voted to 
appoint the firms of Harry Hake and Samuel Han- 
naford & Sons to serve as associated architects in 
the preparation of all drawings and specifications 
necessary to complete the building program. Dr. 
A. C. Bachmeyer, superintendent of the Cincinnati 
General Hospital and the Hamilton County Tuber- 
culosis Sanatorium, was selected as consultant. 


Building Program Outlined 


A study of existing buildings, present needs and 
future requirements revealed that modernization 
of some old buildings, together with construction 
of certain new units, would enable the institution 
to meet the most exacting requirements. The fol- 
lowing program was therefore outlined: 

1. Administration building to be remodeled and 
repaired. 

2. Reception cottage to remain as originally 
planned for twenty-seven patients. 

3. Sixty-six-bed infirmary building to have two 
new stories and two new wings to house a total of 
425 patients. 

4. Ward building to be modernized and rear- 
ranged to house a total of eighty patients. 

5. New preventorium building to be erected to 
house 100 children and the building’s personnel. 

6. Old children’s building to be converted into 
a school. 

7. New auditorium and occupational therapy 
building to be erected. 

8. New nurses’ home to be built to house 100 


+1 Power House & Laundry “ft Ward Building’ No.2 N ig New Nurses: Home 
+2 Stable a m Sheds 12 Infwmavy Building’ (central ut) — 4 14 kitchen: Building” 
-3 Technicians & Internes Apartment le S$ & Wing” 2! Preventorium. 
Old. Nurses Home ts " Sw T zz Medical. Staff - Building” 
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nurses and to connect with the old forty-bed nurses’ 
home. 

9. New medical staff building to be erected. 

10. Staff building to be modernized and con- 
verted into a home for interns and technicians. 

11. Kitchen and dining hall structure to be re- 
modeled and a large addition to be built; new 
kitchen and baking equipment and storage facilities 
to be provided. 

12. Power and laundry building to be enlarged 
and new equipment to be installed. 

13. New garage and machine shops to be erected. 

14. New system of underground service tunnels 
connecting the various units to be provided. 

15. New steam, water, gas and electric trans- 
mission system to be provided. 

16. New landscaping and roadways to be 
planned. 

Within the next year the medical staff and audi- 
torium buildings will be constructed, thus com- 
pleting one of America’s largest and finest 
tuberculosis sanatoriums. The type and division 
of patients in the various units are shown in the 
accompanying table. 

I shall describe in detail the large infirmary unit 
consisting of the original four-story infirmary 
structure to which were added two additional 
floors and the new southeast and southwest wings. 
It was given the commanding position on the high 
point of the site overlooking a beautiful sloping 
woodland which terminates at a distant roadway 
in the south valley. 

The structure faces slightly east of south, 
thereby exposing every 
portion of the building to 
the sun’s rays at some 
time during the day. The 
building, seven _ stories 
high not including base- 
ment and sub-basement, 
is of the reenforced con- 
crete skeleton type, 
clothed with stuccoed ma- 
sonry walls to harmonize 
with the earlier group. 
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The sanatorium is 
situated in the cen- 
ter of a hilly plot 
comprising about 125 
acres. This block plan 
shows the location of 
the various buildings. 
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The drug dispensing room contains a three-compartment refrigerator, a water still, an autoclave, a work table and all 
the other necessary facilities. 


The architectural style, simple but modern in char- 
acter, is comparatively inexpensive. Exterior trim 
is of odlitic limestone, with panels and plaques or- 
namented with carved medical characters and sym- 
bols. 

High and low pressure steam, water, electric 
current and gas are supplied from the under- 
ground transmission system feeding the entire 
group. All bulk cooked food is conveyed by trucks 
from the kitchen building through the tunnels and 
thence by elevators to the distributing service 
kitchens on the various floors. 

In developing the floor plans first consideration 
was given to single and double patient rooms since 
these units occurred most frequently in the plan. 
It was determined, so far as possible, to plan each 
room similar to a medical patient’s hospital room, 
except that an enclosed porch was to be added. The 
plan finally adopted was employed in the first addi- 
tion, the southeast wing. Occupancy of this wing 
clearly demonstrated the wisdom of the plan which 
was later duplicated in the additional floors to the 
original building and in the southwest wing addi- 
tion. 

The next step was to determine the size of a 
nursing unit. This problem was quickly solved 
by the personnel when it was decided that each 
unit should care for approximately twenty-seven 
patients. Each typical patient floor as finally built 
has three nursing units caring for a total of eighty 
patients. 

The basements of both the southwest and the 


southeast wings, due to the sloping grade, are for 
all practical purposes full floors above ground and 
have been so used. The usable sections are con- 
veniently arranged with rooms to house the electric 
switchboards and transformers, pumps and drink- 
ing water cooling apparatus, soiled linen, incinera- 
tor fire bases, handicraft storage, medical record 
storage, barber shop, medical library storage, drug 














TYPE AND DIVISION OF PATIENTS IN VARIOUS UNITS _ | 
S.s6 & e Be 
Se gt32 S82 BE 
S8 sse8 5838 Ss 
Reception Cottage None None 27 27 
Infirmary Building 
Adults 144 244 None 388 
Children 5 8 24 37 
Ward Bldg. No. 2 
Adults None 16 64 80 
Preventorium 
Children 4 None 96" 100 
Totals 153 268 211 632 





iTwelve eight-bed units. 





and hospital storage, drug dispensing, toilet facili- 
ties and stores. 

The handicraft storage room is equipped with 
metal cases, work table and peg board for hanging 
reed grass. Pegs are 12 inches long by 114 inches 
in diameter, set 10 inches on center, 8 feet above 
the floor. 

The medical library and record storage room for 
the storage of medical books and the filing of case 
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This is the fifth 
floor plan. The new 
southwest wing is 
at the left. There is 
also a new wing ut 
the right, which is 
not shown here. 






histories is provided with four tiers of steel shelv- 
ing and a large number of steel filing cabinets and 
work tables. There is a communicating spiral 
staircase to the reading room on the ground floor. 

The barber shop, appropriately finished, has ter- 
razzo floors, mirrored walls, counters and cases of 
marble and white metal, barbers’ lavatory and 
space for four chairs. 

The drug and hospital storage room in the ex- 
treme west section of the basement is large and 
well lighted with full size windows. This space, 
adjoining the drug dispensing room, is arranged 
to facilitate uncrating and is equipped for the 
storage of drug and hospital supplies. There are 
six tiers of wide free standing steel shelves, wall 
shelves, work counters, tables and metal bins for 
bottles; a 20-inch high cement storage platform 
with wood block tilt cradles for drums and barrels, 
and a large soapstone sink with drainboards, 
shelves and bottle rack. 

The adjoining drug dispensing room is a minia- 
ture drug store, fully equipped with a three-com- 
partment refrigerator, water still, autoclave, steel 
shelving and cases, double prescription case, large 
work table with soapstone top and hot plate, dis- 
pensing counter and a soapstone sink. Over the 
sink are placed 8-inch wide soapstone shelves and 
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Below is the ground floor plan. The 

new southwest wing is at the left. 

The large assembly room _ seats 
seventy-five persons. 
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a rack for bottles. The rack, 14 inches wide by 26 
inches long, is constructed of six 34-inch diameter 
white oak poles, spaced 2 inches on centers, resting 
on notched oak ledgers which are supported by 
metal brackets. 

The ground ftioor plan presents a rather unusual 
arrangement in that the central and southwest sec- 
tions are employed for administrative and diag- 
nostic work, while the southeast wing is devoted 
to the care of twenty-seven patients. 

The central pavilion contains the main entrance, 
reception lobby, patients’ waiting room, office of 
the director of nurses, offices of secretary and 
assistant, business office, a series of doctors’ offices 
with a common dressing room between each pair, 
x-ray department with an adjoining film storage 
room wholly without the hospital walls, surgical 
suite with two operating rooms, scrub-up space, 
sterilizing room, nurses’ workroom, plaster room 
equipped with plaster sink and iron hooks in ceil- 
ing for cradle suspension, and eye examination and 
refraction room arranged with windows so con- 
structed that light can be completely excluded. 

The ground floor of the southwest pavilion is 
arranged with offices for the medical director, a 
conference room, medical record office with com- 
municating stairs to basement record storage 
room, medical library and reading alcoves fur- 
nished with bookstacks, reading tables, writing 
desks, an assembly room seating seventy-five per- 
sons, chest examination room, and dental suite 
consisting of an office, waiting room, operating 
room and three cubicles with chairs for orthodon- 
tia, prophylaxis and prosthetic dentistry. Floors 
surrounding dental chairs are inlaid with 14-inch 
thick cork for the comfort of operators. In the 
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work space of the suite are two surgeons’ lavato- 
ries, one sink, a large supply and storage case and 
one electrically operated instrument sterilizer. In 
connection with the suite there is also a small den- 
tal laboratory and x-ray film developing room. 
The first, second, third and fourth floors are 
typical. They are arranged with three nursing 
units to care for approximately eighty patients 
per floor. The floor is planned with utilities and 
single bedrooms on the north side and day rooms 
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combined public and service elevator. All eleva- 
tors are large enough to accommodate a bed or 
stretcher. 

The accompanying floor plan shows the arrange- 
ment of the economically planned single bedrooms 
with their enclosed porches. These rooms with 
their porches measure approximately 9 feet wide 
by 161% feet long finished, the porch being 414 
feet deep by 9 feet wide. Normally a patient will 
have the use of the total area but extremely cold 








The two-bed rooms in the infirmary building connect with a large, enclosed porch. 


and double bedrooms on the south side. Each unit 
has a nicely furnished day room; a nurses’ station 
with metal desk; a near-by medicine closet 
equipped with a white metal sink, white metal 
shelves for medicines, a narcotic cabinet and an 
electric plug receptacle for an immersion heater ; 
two utility rooms; two toilet rooms for both sexes ; 
two baths with tubs and shoulder high shower at- 
tachments and enclosing curtains; nurses’ toilet 
room ; supply closets; linen room with metal cases 
and stretcher compartment under work counter; 
janitor’s closet; service kitchen; incinerator, and 
clothes chute. The southeast and southwest nurs- 
ing units are each served by one public and one 
service elevator while the central unit has a single 


weather will require the closing of the glazed fold- 
ing doors between the room and the porch. The 
doors, with usable transoms, are arranged to fold 
flat against the wall. This scheme permits two bed 
positions. Plugs are available on the porches at 
each bed position for reading lamp, nurses’ call 
and radio. 

If possible a single porch is arranged to serve 
two single bedrooms, in which case the beds are 
placed with their heads abutting the extreme ends 
of the porch. This arrangement affords opportu- 
nity for the patient to converse with his neighbor 
and at the same time dispenses with the need of a 
sneeze screen. The room is equipped with a built-in 
steel locker 18 inches deep by 24 inches wide, a 
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vitreous china pedestal type lavatory, towel hook, 
glass shelf and mirror over the lavatory, bed, bed- 
side table, reading lamp, nurses’ call, electric plugs 
for reading lamp and warming pad, radio outlet 
over head of bed and ceiling light. Wherever beds 
abut walls the terrazzo base is projected and bev- 
eled to form a stop for bed casters. 

The semiprivate two-bed room measures approx- 
imately 13 feet by 1414 feet finished. Fronting 
these rooms is a congregate enclosed porch nearly 
1014 feet wide. The rooms are similar to the single 
bedrooms except for the equipment which includes 
two built-in steel lockers, nurses’ call for each bed, 
electric outlets for hot pads, reading lamps and 
radio. To serve as a sneeze screen and to afford a 
degree of privacy for each patient, there is placed 
between each pair of beds an accordian type ex- 
tension metal arm supporting a light weight muslin 
curtain. The arm is set 614 feet above the floor 
and when fully extended measures 7 feet long. 

The rooms are separated from the enclosed 
porches by a masonry partition with in-opening 
large steel casement sashes and a glazed wood door 
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The arrangement of bedrooms opening on to an enclosed 
porch is shown here. 





The infirmary building is on the high point of the grounds and overlooks a beautiful sloping woodland. 
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334, feet wide. Enclosed porches extend the full 
length of each unit of semiprivate rooms and are 
wide enough to permit free movement of beds. 
The bed spaces are separated by 614-foot high pan- 
eled steel sneeze screens. Porch sashes are steel 
awning type and can be opened only by a nurse or 
attendant by means of a crank. This type of sash 
may remain partially open during rainy weather 
and does not permit rain to blow in. 


Three Service Kitchens for Each Floor 


Each nursing unit has two fully equipped utility 
rooms measuring approximately 724 feet wide by 
161% feet long, finished with tile floors and 5-foot 
tile wainscoting. Equipment consists of a bedpan 
washer, bedpan sterilizer, disposal sink, pack sink 
with marble shelf over and a low steel case with 
white metal work counter arranged with an insu- 
lated ice receptacle, three drawers and five cup- 
board spaces. Above the low case is a steel cup- 
board with hinged doors. There are also a gas hot 
plate, cork bulletin board and two closets for 
warming and drying. The warming closet has an 
upper compartment for sheets and a lower section 
for blankets and solutions. The closet is metal 
lined and equipped with steam coils with a per- 
forated guard, wire mesh shelving for blankets 
and sheets and a depressed pan for solutions. 

The adjoining drying closet is metal lined, with 
a 6 by 10-inch vent grille in the ceiling, and it is 
equipped with steam heating coils, metal guard 
and %-inch diameter removable brass tubing for 
the support of wet materials. 

Each patient floor has three service kitchens 
for dispensing trays to the nursing units. The 
kitchens, finished with quarry tile floors and tile 
wainscoted walls, measure approximately 15% 
feet wide by 1034 feet deep not including the 7-foot 
square vestibules in front of the service elevators. 
Equipment includes a large steel case with cup- 
boards and drawers for dishes and silver, a milk 
urn on white metal top table, a gas range with four 
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surface burners and oven, a combination soiled and 
clean dish table with mechanical dishwasher and 
glass washing sink, a large four-compartment 
built-in refrigerator and three food trucks. 

The fifth floor is similar to other patients’ floors 
except that the southwest portion is arranged with 
five single bedrooms, four two-bed rooms and four 
six-bed wards for children. The single rooms and 
two-bed rooms have enclosed porches similar to 
rooms for adult patients, while the wards open on 
to a large unprotected porch. There is also a treat- 
ment room equipped with a surgeons’ lavatory, a 
sterilizer and a closet for supplies and dressings. 
Services in the unit are similar to those on the 
typical floors. All corridor, ward and cubicle par- 
titions are glazed to facilitate supervision. Wards 
are equipped with two vitreous china pedestal lav- 
atories, large wood cupboards and cases for chil- 
dren’s clothing and toys. Tops of cases are 2 feet, 
10 inches above the floor and may be used as work 
counters. 

The sixth floor has its center section occupied 
with the various laboratories, while the southwest 
and southeast sections are arranged for heliother- 
apy and lamp treatment. Each treatment unit is 
arranged with a heliotherapy room large enough 
to accommodate eleven patients and a lamp room 
that will accommodate twelve patients. In addition 
there are large covered porches and open porches, 
dressing rooms and toilet rooms for both sexes, 
nurses’ office and utility rooms. 

Floors throughout the building are of terrazzo 
and rubber except in the various service kitchens 
and utility rooms where tile is used. Where heavy 
traffic occurs wall corners are metal protected and 
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floor bases project from the wall to prevent plaster 
damage. All equipment in service rooms and labo- 
ratories rests on 3-inch and 6-inch sanitary bases 
with ample toe space where workers stand. 

All sashes on corgregate enclosed porches are of 
steel and of crank operated awning type; all other 
sashes are of the individually hand operated pro- 
jected type. Sashes and exterior openings are 
screened with roll screens on all windows. Win- 
dow openings are arranged for installing shades. 

Interior door frames are steel, of the flush type, 
supported on terrazzo plinths at their bases. Doors 
are slab type without moldings or projections. In- 
terior wall surfaces, except where glazed tile 
occurs, are of plaster painted in pleasing colors. 
Glass used for enclosing the heliotherapy wards is 
of a type permitting the transmission of ultra- 
violet sun rays. 

Electric fans, clocks and signals are placed 
throughout the building at strategic points. All 
spaces requiring other than natural ventilation are 
mechanically ventilated, with air conditioning in 
lamp treatment rooms. In general the building is 
heated by low pressure steam with vacuum re- 
turns. 

This unit, now occupied, is complete in all of its 
appointments and has met every expectation of its 
sponsors. It represents an amazing advancement 
over the uncomfortable, partially heated one-story 
wooden structures formerly employed in caring for 
tuberculous patients. Here every patient is given 
the same comfortable accommodations as a medical 
or surgical patient. In addition he is provided with 
an abundance of pure air which is such a necessary 
factor in promoting the return of normal health. 








Provincial Grant Aids Hospitals 


in Saskatchewan 


A definite policy of adequate hospitalization for all 
rural residents insofar as this can possibly be accom- 
plished has characterized the province of Saskatchewan 
since 1905. One of the most effective methods of achiev- 
ing this goal, according to Leonard Shaw, general super- 
intendent, Saskatoon City Hospital, has been a pro- 
vincial grant to all hospitals based on the number of days’ 
service they render. 

Regardless of the economic class of the patient, an ap- 
proved hospital is entitled to $0.50 per day for every day’s 
care it provides. In 1932 the province paid a total of 
$594,536 to the sixty-four tax aided institutions. During 
that year operating expenditures of the hospitals amounted 
to $2,454,610, fixed charges to $265,546 and capital expen- 
ditures to $22,440. The grant by the provincial govern- 
ment, therefore, equaled more than one-fifth of the total 
outlays of’ the institutions. 

In addition to provincial grants, each local unit of gov- 






ernment, whether village, town, city or rural municipality, 
is expected to pay for the necessary hospital care of ail 
indigents who have been resident for more than thirty 
days. Thus the hospitals are fully protected from non- 
payment of their bills. Even during the last four years of 
the depression, which was greatly accentuated in Sas- 
katchewan by a drought, only one or two hospitals have 
closed. Due to the power over hospitals which the tax aid 
gives to it, the provincial government has been able during 
this period to raise standards and improve the operations 
of hospitals. 

“It has been the policy of the government,” according 
to Mr. Shaw, “to encourage the voluntary adoption of 
proposed changes for a period of several years prior to 
such changes becoming compulsory so that no undue hard- 
ship is placed on the individual. For example, the 1933 
regulations say that no school of nursing should exist in 
a hospital below a certain bed capacity and unable to ful- 
fill a number of basic requirements. This legislation will 
come into force January 1, 1936, thus allowing these hos- 
pitals to fulfill their moral contracts with students already 
in training and prepare a stable form of reorganization.” 
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What Others Are Doing 


Department Heads Form 
Administrative Council 


In order to stimulate cooperation be- 
tween departments, Rev. John G. Ben- 
son, superintendent, Methodist Hospi- 
tal, Indianapolis, has organized the 
department heads of the hospital into 
an administrative council which meets 
bimonthly. 

Each meeting of the council is held 
in a different department of the hos- 
pital and the head of that department 
then explains his work and particu- 
larly the problems that face him. 
Through cooperative discussion of the 
problems of the various departments, 
particularly those that arise through 
interdepartmental relations, an under- 
standing is built up that frequently 
helps to solve the difficulties. 

The administrative organization of 
the Methodist Hospital was evolved 
after careful study of the particular 
situation. After the organization was 
worked out satisfactorily, a chart 
showing the relationships was made. 
Copies of this chart are found in the 
offices of all department heads. In dis- 
cussing his organization, Mr. Benson 
stresses particularly the fact that the 
plan of organization was worked out 
by first taking into account the prob- 
lems and personalities involved and 
then building the organization chart. 


Segregating Interviews With 
Salesmen Proves Satisfactory 
Practice 

“Hospital purchasing must follow 
some definite schedule if the most sat- 
isfactory results are to be obtained,” 
sdys James F. Best, purchasing agent, 
‘Columbia-Presbyterian Medical Cen- 
ter, New York City. 

“A purchasing agent is only as effi- 
cient as the knowledge he has of the 
products he buys, the current prices 
and the possibilities of future price 


trends, together with any information - 


regarding new or contemplated items 
that may save his institution money.” 

Mr. Best groups salesmen represent- 
ing each particular line and considers 
their products on one specific day each 
week. This method consolidates the 
thoughts, ideas and opinions of each 
group at one particular period. Prices 
on the class of merchandise being con- 
sidered are secured immediately for 
comparison and the distribution of the 
business is settled at once. The stores 


requisition to the purchasing agent 
bears all the items of each segregation 
forwarded on the agreed schedule. 
This consolidation means better quan- 
tity purchasing, more favorable price 
and faster delivery. 

Following is the schedule for inter- 
viewing salesmen: 
Monday a.m. Food Products 

p.m. Linen and Clothing 

Tuesday a.m. Printing and 


Stationery 
p.m. Drugs 
Wednesday Closed to Salesmen 
Thursday a.m. Food Products 
p.m. Medical and Surgical 
Supplies 
Friday a.m. Housekeeping, Kitchen 
p.m. and Janitor Supplies 
Saturday Closed to Salesmen 


Daily Suxvey of Electric Lights 
Effects Substantial Saving 


“It is my practice to make complete 
rounds of the entire building at 10 a.m. 
daily in order to turn out lights left 
burning needlessly,” writes Dr. M. F. 
Steele, superintendent, Grant Hospi- 
tal, Columbus, Ohio. 

When Doctor Steele began these sur- 
veys an average of thirty-eight lights 
were turned out at the hospital which 
contains 303 beds. The survey has 
been in progress for four months and 
the number of lights found burning 
needlessly now averages three or four. 
Figured in terms of kilowatt hours, 
this saving is a substantial one. Order- 
lies also make rounds during the day 
and report daily to the superintendent 
on the number of lights turned out. 


Hospital Works Out a -Satisfac- 
tory Method of Handling Linen 


The method of ward linen supply 
used in John Sealy Hospital, Galves- 
ton, Tex., has proved satisfactory over 
a trial period of two years, according 
to Dorothy Rogers, director of the col- 
lege of nursing. 

When the plan was instituted each 
ward was issued a standard of linen 
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computed on a basis of two and one- 
half times the amount required to 
“dress” a bed. Such articles as hot 
water bottle covers, bedpan covers, 
laundry bags and isolation gowns were 
issued according to needs. Linen was 
marked with the name of the hospital, 
hospital section (not individual ward) 
and date; thus, “John Sealy Hospital, 
Woman’s Building, 11-33.” On articles 
bearing the name woven into the fab- 
ric, only the section and date appear. 
A record of the original supply is kept 
in the nursing office. A biweekly in- 
ventory is taken by the supervisor of 
the section and entered in the office 
account beside the original record. 
Thus a regular check is made by each 
person responsible for a supply of 
linen. 

The hospital laundry provides one- 
day service. An orderly or an attend- 
ant counts soiled linen daily before it 
leaves the ward. One count is sent to 
the laundry and a duplicate is retained 
on the ward. These two lists are 
checked against each other when the 
clean laundry is returned that after- 
noon to be stored in the ward linen 
room until the next day. A weekly ex- 
change of torn and worn articles re- 
duces loss charged to that leak. 

The same system prevails in the 
nurses’ residence, where linen is 
marked with a different colored name 
stripe. Linen closets are provided on 
each floor and the maids of that sec- 
tion of the house are responsible to the 
house matron for their counts. The 
loss during eighteen months in the 
residence of 170 beds totaled two 
sheets and nine face towels. The loss 
in the hospital over a period of twenty- 
two months, averaging 250 patients a 
day and an active service, represents 
a cost of $46.54 a month, whereas the 
estimate of previous loss was approxi- 
mately $100 a month. 

Factors that have promoted the suc- 
cess of the work are cooperation and 
interest of the supervisors, the head 
nurses and the laundry man. The bi- 
weekly inventory aids in maintaining 
that interest and detects early the dis- 
appearance of articles. Recording of 
these reports in the centralized nurs- 
ing office encourages keen competition 
between supervisors who eagerly 
watch their comparative stewardship. 


Probably you can think of one or more practical ways to 
save time or increase efficiency. The Modern Hospital 
will welcome your ideas to put before other hospitals 
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Employees Purchase Hospital 


Care on Periodic 


Payment Plan 


By C. RUFUS ROREM, Ph.D. 


Associate for Medical Services, 
Julius Rosenwald Fund, Chicago 


and Rubber Company of Akron, Ohio, have 

for more than six years conducted a mutual 
benefit association for the payment of hospital 
bills. This plan of group hospitalization should be 
of especial interest to hospital executives and trus- 
tees at the present time. 

The Goodyear plan is essentially the same in 
scope as the group hospitalization plans that enroll 
membership from the general public or from a 
number of different business enterprises. It com- 
plies also with the general policy advocated by the 
American Hospital Association for group hospi- 
talization schemes. It differs from most other 
plans, however, in two important respects. In the 
first place, sponsorship, administration and bene- 
fits are limited to the employees of a single large 
company ; in the second place, hospitalization bene- 
fits are granted to ambulatory cases as well as to 
bed cases. 


[a 15,000 employees of the Goodyear Tire 


All Employees Eligible 


The plan offers board and room service, operat- 
ing room, anesthesia, laboratory, blood transfu- 
sions, expense for first aid treatment in emergen- 
cies and x-ray care for members of the association. 
Originally benefits were limited exclusively to 
cases admitted to beds of certain designated hospi- 
tals but benefits have been expanded to include 
any of these services in doctors’ offices or hospitals, 
regardless of whether or not the patient is con- 
fined to bed during the period of diagnosis or treat- 
ment, 

, Membership in the group hospitalization plan 
is open to any employee of the Goodyear Tire and 
Rubber Company or its subsidiaries. Hospital 


This article describes a well estab- 
lished but not very widely known 
plan of group hospitalization 
managed by the employees of a large 
industrial plant. It 1s the first of a 
series of six articles to be published in 
T heModern Hospital during 1 93 4, 
describing different types of group hos- 
pitalization plans in operation in 
various sections of the United States 


benefits were limited to the Akron plant until 1933, 
when hospitalization privileges were extended to 
all members of the Goodyear Relief Association 
scattered throughout the world. There is no mem- 
bership limit based on wages or income. Although 
enrollment is voluntary, there is a 95 per cent 
membership among office workers and executive 
staff, as well as the piecework and day labor groups 
of the factory. Branch office forces and traveling 
salesmen are insured to a smaller proportion. On 
October 1, 1933, there were 17,894 members of the 
plan. An increase of approximately 5,000 during 
the year was due to the fact that a large number of 
persons were reemployed in the course of the 
summer. 

When hospital benefits were first made available 
to Goodyear employees no experience had been 
developed on which to arrive at a reasonable sub- 
scription rate. The initial charge for membership 
in the hospital association, formed in 1927, was $1 
for initiation and $5 a year, payable in quarterly 
pay roll deductions from each employed person. 
The rates for membership have been more than 
sufficient to meet the entire cost of services to sub- 
scribers and a substantial cash surplus was ac- 
cumulated to the credit of subscribers during the 
first six years. 
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The Goodyear Relief Association also adminis- 
ters a plan that pays cash benefits to members 
during illness. The cash benefit and the hospital- 
ization plans are, however, entirely separate finan- 
cially. The rates for cash benefits are 60 cents 
a month or $7.20 a year; the rates for hospitaliza- 
tion are 30 cents a month or $3.60 a year (since 
February 1933). Thus the total deduction is 90 
cents monthly or $19 80 a year. A Goodyear Hos- 
pital Association, separate from the relief associa- 
tion, was formed in 1927 to administer the group 
hospitalization plan started that year. Subse- 
quently the two organizations were combined as a 
measure of economy in administration. 

The regulations of the Goodyear Relief Associa- 
tion state that if any member is “by reason of 
nonvocational sickness or injury required to be 
admitted to a duly authorized hospital for proper 
observation and treatment, such members shall be 
entitled to have the following hospitalization ex- 
pense paid by the association: (1) actual cost of 
board and room not exceeding $3 per day; (2) 
operating room charges; (3) laboratory fee; (4) 
all charges for the administration of anesthesia in 
an authorized hospital; (5) fees or charges for 
x-ray examinations or treatment actually neces- 
sary for the proper diagnosis and treatment of a 
disability, if such x-rays are prescribed by a phy- 
sician and taken in an authorized hospital.” 


$3 a Day Hospital Rate Allowed 


The maximum amount to be paid any member 
for hospitalization, as outlined above, may not 
exceed $250 for any one disability or in any fifty- 
two consecutive weeks. But in addition to the other 
expenses for hospitalization, there will be paid the 
cost of blood transfusion in such sums as may be 
required but not to exceed $50 for any one trans- 
fusion. The plan does not cover injuries arising 
out of conditions covered by the workmen’s com- 
pensation law. 

The rate of $3 a day for board and room care is 
allowed in any hospital or paid to a private physi- 
cian who maintains emergency beds for tonsillec- 
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tomies or minor operations performed in his office. 
Patients who are unwilling to accept the minimum 
accommodations available at $3 a day may obtain 


e 


more expensive accommodations by paying the | 


difference in cost. The prevailing per diem charges 


a 





for board and room in the wards of Akron hospitals 7% 


are $3.50 or $4. Consequently most hospitalized 


cases involve a minimum payment of 50 cents or 2 


$1 a day by the subscriber. 
Any Hospital May Receive Cases 


The regulations of the association designate cer- ~ 


tain institutions in the neighborhood of Akron as 


“authorized hospitals” but permit treatment in @ 
other institutions “which may from time to time J 


99 


be approved by the trustees.” Any hospital will 
be treated as authorized for an emergency case, 
provided the member was acting in good faith in 
the selection of the institution. No hospitals of 
standing are excluded from participation. Those 
specifically named in the by-laws include the City 
Hospital, St. Thomas Hospital, Peoples Hospital, 
Goodyear Hospital and the Akron Clinic, all of 
Akron, and the Citizens Hospital of Barberton. 


Beginning in January, 1934, members of the re- a 
lief association may be served in a hospital, or for ~ 
such care as is authorized on an ambulatory case, —~ 


by any licensed practitioner and in any hospital 
which the practitioner designates. This policy has 
been adopted after considerable experience and 
experiment with different schemes. During one 


period only certain selected physicians were au- 7 


thorized to perform minor operations in their 
offices. The inspection and approval of particular 
physicians was difficult so that more recently only 
those physicians classified in the American Medical 
Association Directory as surgeons, otolaryngolo- 
gists or x-ray specialists were allowed to perform 
these functions. This policy also proved unsatis- 
factory, however, because some physicians with 
locally recognized experience in minor surgery and 
otolaryngology were not classified as specialists in 
the directory. 

A subscriber is not required to obtain written 





TABLE I—THE GOODYEAR RELIEF ASSOCIATION HOSPITALIZATION COSTS 








Average Amountof Roomand Operating Laboratory Anesthesia Blood Trans- 
Year Membership Claims Board Room Fees Fees X-Rays fusions 
1928 14,129 $27,672.35 $18,862.65 $4,276.20 Sf eae ee) ae 
1929 16,164 40,230.25 25,343.50 5,946.50 EE 5,947.25 _.........- — 
1930 14,525 47,585.15 22,399.50 6,238.85 3,917.80 $3,368.00 11,060.50 $ 600.00 
1931 13,500 50,187.07 22,096.60 5,556.50 4,595.84 3,667.50 14,020.63 250.00 
1932 12,899 43,662.83 19,261.98 3,956.60 4,352.07 2,798.58 12,668.54 625.00 | 
1933 13,757 36,010.38 15,064.03 2,934.25 4,245.83 2,281.95 10,500.32 1,000.00 | 
(9 months) | 











The total ambulatory and bed care cases requiring payments from the central fund each year were as follows: 816 in 1928; 1,258 in 
1929; 1,728 in 1930; 1,961 in 1931 (899 bed cases) ; 1,453 in 1982; 1,068 in first nine months of 1933 (427 bed cases). 
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permission before receiving the services of a hos- 
pital or a physician, but he must submit evidence 
that various diagnostic procedures were received 
under the control and upon the advice of a medical 
practitioner. The medical practitioner or the hos- 
pital submits a bill to the Goodyear Relief Associa- 
tion for payment or places in the hand of the 
subscriber a receipted payment for services ren- 
dered. Each bill is paid upon examination by the 
officers of the association. The trustees of the 
association reserve the right to demand a recheck 
of the general physical condition of the member 
by any physician of their choice. 

The amounts paid to local hospitals represent 
important factors in the incomes of the institutions 
serving Goodyear employees. During the first nine 
months of 1933, the average monthly payments to 
local institutions ranged from $300 to $1,500, de- 
pending on the extent to which the various hospi- 
tals were used. 


Program Has Been Entirely Self-Supporting 


The benefits are available only after a thirty- 
day waiting period from the time of first enroll- 
ment. Benefits do not include drugs or appliances 
except first aid emergencies. Former employees 
who rejoin the association after a period of time 
during which service rights with the company 
have been maintained are not required to wait the 
thirty-day period before being entitled to benefits. 

Hospital benefits are offered to members for any 
sickness or injury except those covered by work- 
men’s compensation and except those which origi- 
nated or occurred prior to joining the association 
and which were not mentioned when application 
for membership was made. There are certain ex- 
ceptions to this rule, namely, no payments are 
made on account of disability resulting from preg- 
nancy, intentional or willful violation of the law, 
intoxication or venereal disease which cannot sat- 
isfactorily be proved to be congenital. 

The hospitalization program has been entirely 
self-supporting from the dues of subscribers. 
Tables I and II which set forth the expenditures 
for the six years, 1928 to 1933 inclusive, and the 
number of hospital days reveal significant facts.* 

The income of the hospitalization program dur- 
ing the first five years materially exceeded the pay- 
ments made on behalf of subscribers. During the 
time, 1928-32, annual dues were $5 per subscriber, 
whereas the total average costs of service did not 
exceed $3.72 per member. During the first two 
years, anesthesia fees and blood transfusions were 
not included in the benefits and x-ray services were 





‘Further statistics and other details regarding the administration of 


oe may be obtained by addressing the author at 4901 Ellis Avenue, 
0. 
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approved only for bed cases. In 1930 new costs 
were allowed for services of x-ray and anesthesia 
in doctors’ offices with the result that the total ex- 
penses were materially increased. Although addi- 
tional benefits were paid for ambulatory cases, 
the hospitalization program continued to be more 
than self-supporting, even when the administrative 
costs were added to payments for services. During 
1933 the expenditures on behalf of subscribers, 
$4.24 a year, have slightly exceeded the new sub- 
scription rate of $3.60 a year. The accumulated 


| 


| TABLE II—AVERAGE MEMBERSHIP, PATIENT DAYS AND | 











PATIENT DAYS PER SUBSCRIBER FOR SIX-YEAR PERIOD, | 
1928-33. 
Patient Days 
Average Total Hospital per Subscriber 
| Year Membership Patient Days per Year 
1928 14,129 6,288 .45 
1929 16,164 8,448 52 
1930 14,525 7,467 53 
1931 13,500 7,366 55 | 
1932 12,899 6,421 50 | 
1933° 13,757 6,704 49 








1Twelve months’ basis, calculated on experience of first nine 
months of year. j 
. | 


surplus will suffice to absorb this difference for 
several years, if necessary. 

Members of the group hospitalization plan have 
received, on the average, approximately one-half 
day of board and room service per subscriber per 
year. This average amount of hospitalization, 
which at first appears to be extremely low, is ex- 
plained by several factors. It is not necessary for 
a patient to be admitted as a bed case in order to 
receive diagnostic service benefits. Most cases 
requiring care are not hospitalized. Only 46 per 
cent of all cases receiving hospitalization benefits 
in 1931 involved board and room costs. In 1933 
this proportion dropped to 40 per cent of the cases 
requiring expenditures from the central fund. 


Patients Seldom Exceed $250 Limit 


It should be remembered that the figure of one- 
half patient day per subscriber applies to a service 
for nonvocational illnesses only, that membership 
is approximately 100 per cent of the employees, 
that the group includes no children, that benefits 
do not cover maternity cases, that x-ray and labor- 
atory services may be obtained without bed care, 
that subscribers must pay board and room costs 
above $3 a day and that subscribers must pay their 
own fees for physicians’ services. 

Whether or not this amount of bed care is suffi- 
cient to provide adequate hospitalization for the 
Goodyear employees could be determined only by 
an analysis of the needs of each case. In 1931, 6.6 
per cent of the membership were hospitalized with 
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an average stay of approximately eight days. Dur- 
ing 1933 the proportion of admissions dropped to 
4.1 per cent per year with an average stay of twelve 
days. Of the 899 cases admitted for hospitalization 
during 1931, only eighteen incurred expenses be- 
yond the $250 limit. It will be remembered that 
blood transfusions are provided in any necessary 
amount and such costs are not calculated as part 
of the $250 maximum expense. 

Apparently the accessibility of diagnostic serv- 
ices in doctors’ offices and hospitals has reduced 
the amount of bed care required for treating cases. 
Fewer cases are admitted to hospitals for diag- 
nostic service or medical treatment. Likewise the 
six-year experience with subscribers has tended to 
reduce the number of tonsillectomies required each 
year. 


Unlimited X-Ray Service Is Provided 


The privilege of receiving x-ray diagnosis and 
treatment without being hospitalized has un- 
doubtedly had two effects; it has increased the 
amount of x-ray work performed by physicians 
and decreased the amount of board and room serv- 
ice to subscribers. Each year has witnessed a pro- 
portionate increase of the total expenditures for 
x-ray care until 29 per cent of all costs in 1933 
were for x-ray care. Of the $10,500 spent for x-ray 
services to 791 cases in the first nine months of 
1933, only $2,800 was paid on behalf of in-patients, 
119 in number. Scarcely one-fourth of all in-pa- 
tients received any x-ray service although it is 
provided without extra charge. Conversely, only 
about 15 per cent of the x-ray cases were hospital 
in-patients. 

At the beginning of the plan the large demand 
for diagnostic work on ambulatory patients, in- 
cluding laboratory and x-ray tests, was not. fore- 
seen. Consequently no fee schedules were estab- 
lished at the outset for such services. The result 
of this policy was that hospitals and physicians 
submitted widely varying prices for x-ray, labor- 
atory and other diagnostic services. Beginning 
January 1, 1934, the trustees will place in effect a 
schedule of fees for certain services based on the 
average costs during the six-year period. 


The Workers Administer the Plan 


The detailed work of the Goodyear Relief Asso- 
ciation is managed by a secretary, a treasurer and 
an assistant secretary-treasurer, regularly em- 
ployed. A board of trustees, a joint body of work- 
ers and employers consisting at present of fourteen 
members, at least three of whom are men employees 
in the factory below the rank of supervisor and 
one of whom is a woman, has entire charge and 
general supervision of all the affairs of the asso- 
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ciation. This board considers or rejects applica- 
tions, passes on all claims for benefits, invests 
funds and creates committees. Trustees are electec 
for a three-year term at the annual meeting of the 
members of the association, and the officers of the 
association are elected at the first meeting of the 
board of trustees after the annual meeting. 

When the Goodyear Hospital Association was 
under consideration by the employees of the com- 
pany in 1927, there was some criticism of the plan 
by officers and trustees of hospitals and some mem- 
bers of the medical profession. This criticism soon 
waned when it was made clear that the plan did 
not provide for the erection of a hospital but in- 
tended to use the collected funds to pay hospital 
bills in existing institutions. 

There has been much discussion of the problem 
of including benefits for family members of sub- 
scribers. It is the opinion of the officers of the 
association that the main deterrent to expansion 
of the plan is not statistical experience, but rather 
the administrative difficulties of arriving at an 
equitable basis of charging rates to subscribers 
with families of different sizes. It is possible that 
an initial experiment will be tried which will grant 
substantial discounts on the cost of hospital serv- 
ices to family members pending arrangement of a 
plan by which complete services of various types 
can be offered on the basis of the annual subscrip- 
tion paid. 


Suitability of Plan Depends Upon Local Conditions 


The success of the Goodyear plan of group hos- % 


pitalization suggests several ideas for serious con- 


sideration by hospital trustees and executives ? 


interested in extending the benefits of hospital 
services. A large scale business may use its exist- 
ing mutual associations for placing hospital care in 


the family budget. A group hospital care associa- 4 
tion, by providing for payment of certain ambula- || 
tory cases, might reduce the amount of bed care | 


required by members. 


The Goodyear plan avowedly pays the hospital ~ 
an amount below the prevailing day rate for ward © 


service in the city, leaving a certain portion in each 


case to be paid by the beneficiary. This provision 4 
has a definite though undeterminate influence | 
which tends to reduce the amount of bed care re- |~ 


ceived by subscribers. 


Whether or not the Goodyear hospitalization ~ 
plan could be adopted in its entirety by other em- © 
ployees’ associations or hospital groups would © 
depend upon local conditions. The experience in © 
Akron, however, indicates that hospital care can © 
be placed in the family budget through group ac- © 
tion by employees, with mutual advantages to 7 


workers and hospitals. 





J 


Re 
ing 
pre 
an 

abe 
to | 
des 
the 
sir 
gla 
inte 
Sev 
anc 
pur 
uni 


see} 
ing 
SOU, 
the 

late 
face 





Fe 
Studie 
lum. 








le 
z 
= 


ee Tae 


on | 
an 


1d : 


an | 
ic- 





January, 1934 


THE MODERN HOSPITAL 








A Glareless Lighting Unit Adapted 
to the Hospital 


Shades or baffles of correct design are suitably placed to 

intercept glare producing rays; the whiteness of the light 

produced 1s another advantage of this new umit designed by 
C. E. FERREE and G. RAND 


Research Laboratory of Physiological Optics, Wilmer Ophthalmological Institute, 
Johns Hopkins Medical School, Baltimore 


been introduced in lighting practice within 
the past ten or fifteen years has raised again 
acutely the problem of fixture designing. 

In earlier papers: we have called attention to 
the need for new types of lighting units, designed 
to protect the eye from the excessive glare that 
has been produced by the use of higher intensities 
of light. The older types of unit were devised for 
lights of moderate and low intensities and were 
scarcely adequate for the protection of the eye 
from glare, even for lights of these intensities. 

In connection with our work on the National 
Research Council’s committee on industrial light- 
ing, we became impressed with the need of ap- 
proaching the problem of glareless lighting from 
an entirely new angle. It seemed advisable to 
abandon wholly or in part the use of reflectors and 
to return to the use of shades or baffles of correct 
design, suitably placed for the interception of 
the glare producing rays. The great variety of 
simple and effective uses that can be made of the 
glare baffle in designing lighting fixtures presents 
interesting and fruitful possibilities. For the past 
several years we have been engaged in planning 
and adapting the use of glare baffles to lighting 
purposes. One of the results of this work is the 
unit to be described. 


4 i sharp increase of intensity which has 


Indirect Lighting Is Wasteful 


A brief and elementary review of principles 
seems appropriate at this point. Primitive light- 
ing was accomplished by the use of unshaded 
sources. Later, shades were devised to protect 
the eye from the glare of the source. Still 
later, the insides of these shades were sur- 
faced to give a high reflecting power in order 





; ‘Ferree, C. E. and Rand, G., Intensity of Light and Speed of Vision 
Studied With Special Reference to Industrial Situations, Part I, Trans. 
Tllum. Eng. Soe., 1927, pp. 79-110. 





to save as much of the intercepted light as pos- 
sible and the shades were shaped to direct the 
light in different directions as wanted. Shades 
were then called reflectors or deflectors. All shades 
of necessity had openings of considerable size. 
These openings formed glare spots in the field of 
view, the brightness of which was increased in 
proportion as the reflecting power of the inner 
surface of the shade was increased. 

One of the ways devised to conceal the opening 
from view is to turn it toward the ceiling. All the 
light is thus reflected to the ceiling and from there 
to the working plane, or from the ceiling to the 



























































Fig. 1. 
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walls and from there to the working plane. This 
method is known as indirect lighting, in contra- 
distinction to direct lighting in which the light 
passes directly from the source to the working 
plane. Indirect lighting conceals the opening of 
the reflector from the eye but it gives a dispropor- 
tionate and unnatural brightness to the upper part 
of the field of view. The ceiling, for example, even 
when uniformly illuminated at moderate intensi- 
ties, is brighter than the work, and when high 
intensities are secured on the working plane, the 
ceiling is fairly ablaze with light. The indirect 
lighting method is wasteful of light; its efficiency 
is too strongly dependent on the color and reflect- 
ing power of walls and ceiling, and this depend- 
ence on walls and ceiling limits its use to the more 
favorable interiors. 


Glare Should Be Eliminated 


Among the evils of the direct method of light- 
ing, as developed up to the present time, the fol- 
lowing may be noted: 

1. There is excessive and punishing glare from 
the lamp, from both lamp and opening of reflector 
or from the enclosing bowl of glassware which is 
sometimes used instead of a reflector. 

2. Frequently the light passes to the working 
plane by direct radiation from the lamp or is di- 
rected from the polished inner surface of the 
reflector to the working plane without diffusion, 
thus creating a condition of maximum glare on 
the work. 

3. In case an opaque bowl shaped pendant re- 
flector is used, the ceiling and upper part of the 
room receive no light directly from the source and 
are unpleasantly dark in comparison with the 
lower part of the room. The glare from the un- 
shaded opening of the reflector is intolerable and 
the effect on the eye is increased by the dark back- 
ground against which it is viewed. 

4. In case a translucent pendant reflector is 
used, more light reaches the ceiling and upper 
part of the room, but in proportion as this is the 
case, the surface of the reflector glares. 

5. In case a translucent inverted reflector is 
used, the proportion of light passing towards the 
upper and lower parts of the room depends upon 
the density of the reflector. In proportion as the 
amount of light passing to the lower part of the 
room is increased, the glare from the reflector is 
increased and we approach as a limit the charac- 
teristics of direct lighting with a pendant opaque 
reflector ; and in proportion as the amount of light 
reflected to the ceiling is increased, the glare from 
the reflector is decreased but the ceiling and upper 
part of the room become disproportionately 
bright. 
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6. In case an enclosing globe or housing of glass 
or other translucent material is used, a better dis- 
tribution of light is obtained but the glare from 
the source is reduced only in proportion as there 
is absorption of light by the enclosing glass. 

In all the aforesaid devices created primarily 
for eliminating glare from the source, compara- 
tively poor success has been attained. Moreover, 
the success that has been attained is at the sacri- 
fice of either intensity or uniformity of distribu- 
tion of light, or both. 

For the welfare of the eye, glare should be elim- 
inated at any cost. But in doing this it is desirable 
in most lighting situations to retain as nearly as 
possible the distribution natural to the lamp and 
in all cases to waste the least possible amount of 
light. 

The unit to be described is, in effect, a lamp 
shade with baffies or shields disposed on sides and 
bottom to give maximum protection from glare 
and minimum waste of light. It has the following 
objectives: (1) To eliminate all glare from the 
source of light. (2) To reduce the glare from the 
work to a minimum by diffusing the light before it 
reaches the plane of work. (3) To provide a light- 
ing unit free from reflecting surfaces which de- 
teriorate with use and quickly lose their reflecting 
efficiency because of the collection of dust. (4) To 
retain as nearly as possible the type of light dis- 
tribution that is given by the lamp. (5) To give 
ceiling, walls and objects in the working plane 
brightnesses which are not objectionably different. 
(6) To accomplish all of these results with the 
minimum loss of light. 


A Glareproof Lighting Unit 


Rather than wastefully absorb light in all direc- 
tions in a futile and misdirected attempt to elimi- 
nate glare, this unit, by means of specially 
designed and positioned baffles, intercepts only 
those rays traveling in the critical dizections and 
allows the free passage of all others. ‘To produce 
the desired effect, not only must the baffles be 
properly shaped and positioned with reference to 
the filament of the lamp, but their surfaces must 
be made nonreflecting. If they are made reflecting 
it is obvious that the glare is merely transferred 
from the lamp to the outer surface of the housing. 

Both surfaces of the baffles in the unit are 
painted a flat black. Without this protective fea- 
ture glare cannot be completely eliminated. The 
unit in question, correctly proportioned and con- 
structed, seems to eliminate glare just as effec- 
tively for a 1,000-watt lamp as for a 25-watt lamp. 
In fact, the unit may be regarded as glareproof 
for all intensities coming within the range of 
lighting practice. 
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At A in Fig. 1 is a side elevation of the unit 
slightly broken away at one point to show the 
construction of the bottom baffle; a bottom plan 
view of the unit is shown at B, and at C and D, 
modified forms of the bottom baffle are shown. 
These modified baffles were designed more espe- 
cially to be used with a unit of circular shape, but 
they may be used also with a unit of rectangular 
shape. Fig. 2 is a photograph of a rectangular 
type of unit in operative position and of the light- 
ing effects produced. This photograph gives a 
fairly correct representation of the appearance of 
the unit when illuminated, but a comparatively 
poor representation of the lighting effects actually 
obtained on the ceiling. 


How the Unit Is Constructed 


The construction will not be described in detail. 
The unit consists essentially of a housing or en- 
closure made up of side baffles; a shallow box 
beneath these baffles; a baffle or louver across the 
opening at the bottom, and immediately above the 
bottom baffle a plate of glassware having a high 
coefficient of transmission and diffusion. 

Side baffles consist of upwardly and outwardly 
inclined vanes or plates spaced apart in a vertical 
direction by a distance equal to or slightly exceed- 
ing the vertical distance between the top and 
bottom plane of each plate. Each of the plates is 
a hollow frame which may have a rectangular, 
circular or other shape to conform to the shape of 
the horizontal cross section of the enclosure. The 
plates are supported on the bottom casing or sup- 
porting plate by means of wire frames, with pro- 
vision made for changing the spacing as shown 
in the drawings or in any other suitable manner. 
The breadth of these plates, their number, the 
distance at which they are spaced apart, their 
angle of inclination and their relation to the lamp 
filament are all important features in securing the 
desired effects. 

The bottom baffle, shown at B of Fig. 1, has a 
cellular construction similar in appearance to an 
egg crate. It consists substantially of two series 
of vertical partitions extending across the open- 
ing of the enclosure at right angles to each other. 
The partitions extending in each direction are 
parallel. In the present model they are spaced 
apart by about two inches and are approximately 
two to three inches wide. Through the down- 
wardly extending passages formed by these parti- 
tions, the greater part of the light is allowed to 
pass to the plane of work, only such rays being 
intercepted as will produce glare in the eyes of 
persons working in the various probable positions 
in the room. To one directly or almost directly 
under the unit, glare is experienced only when the 
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eyes are directed upwards. In all other positions 
in the room the eye is completely protected in all 
directions. 

In order that the protection shall be complete, 
both surfaces of the partitions are painted flat 
black. When the unit is installed in the proper 
position in the room and at the correct distance 
from the ceiling, the opening is seen from various 
positions in the room either as not luminous at all 
or as having a dull luster or a soft silvery sheen 
of low brightness that does not cause annoyance 
or discomfort to the most sensitive eye. 

At C of Fig. 1, baffles are arranged in the form 





Fig. 2. A rectangular type of unit in operative position. 


of concentric circles. Partitions circularly dis- 
posed, however, shield the eye completely only 
when the gaze is directed along the common 
radius of the circles. In all other directions glare 
is experienced. In order to shield the eye in all 
directions radial segments are inserted between 
the circles at suitable places. While good results 
are obtained with this form of baffle, it has not 
been found so completely satisfactory as the egg 
crate type shown at B. 

At D of Fig. 1, partitions forming the baffle 
are both circular and radial. The radial partitions 
are curved so that the appearance is that of a 
bottom slightly convexed upward. Intersecting 
the radial partitions at suitable vertical levels are 
circular partitions. Either illuminated or dark, 
this baffle gives a pleasing effect. Both this baffle 
and the type shown at C, however, obstruct the 
downward passage of light more than the cellular 
or egg crate construction shown at B. 

In order further to protect the eye from glare, 
the lamp socket is provided with a downwardly 
extending canopy or glare shield which encloses 
all the bright parts of the socket and lamp. In the 
greater number of even the better lighting units 
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in use at the present time these parts have a high 
brightness and are objectionable and disturbing 
to the eye. This canopy is shown at A of Fig. 1. 
It may be painted the same as the outer surface of 
the box-like construction at the bottom of the unit, 
in which case it harmonizes with this part of the 
unit when the light is turned off. Or it may be 
given a darker shade to harmonize with this mem- 
ber when the light is turned on. In the latter case 
much more complete protection is afforded to the 
eye. 

Because of the relatively high intensity of light 
which it is bound to receive, the surface of this 
canopy should in no case have a high coefficient of 
reflection if due regard is to be given to the wel- 
fare and comfort of the eye. In units so com- 
pletely glareless as these, it is surprising to note 
what a small amount of brightness difference is 
required to become noticeable and even distract- 
ingly annoying to a sensitive eye. 

From this canopy, as shown at A of Fig. 1, the 
shade enclosure is supported by means of down- 
wardly extending wires, the socket and canopy 
being in turn supported from above by means of 
a chain or stem depending from the ceiling or in 
some other suitable manner. 

The bottom of the unit is so constructed that 
the baffle and diffusing plate may be readily re- 
moved for the purpose of replacing the lamp or 
for cleaning the upper surface of the diffusing 
plate. The diffusing plate thus far used is of im- 
ported Belgian flashed opal glass, both surfaces of 
which are smooth. 


Details of Design Can Be Easily Remedied 


The unit described here and represented in the 
drawings'!and photographs is a laboratory prod- 
uct, constructed to illustrate a principle. It has 
not had the benefit of skillful and esthetic design. 
The photograph shown in Fig. 2 is also a labora- 
tory photograph, in no way retouched or modified 
to improve the apparent lighting effects. 

In the model shown at A of Fig. 1 the boxing 
or housing at the bottom of the fixture is doubtless 
deeper than necessary, thus entailing a greater 
lors of light than is strictly necessary. This is a 
detxii of design that can be remedied without 
serious difficulty. Also, if desired, the light can be 
directed or lifted from the boxing by the use of a 
lamp with a silvered ring of suitable breadth and 
placed at a suitable distance below the filament of 
the lamp. We have used such a lamp with good 
results. The baffles are given a slightly higher 
brightness but the amount of light delivered to 
the room is increased. The reflecting ring ob- 
viously may be either on the lamp or detached 
from it. A reflecting device of a different shape 
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may also be employed. The sides of the box can be 
made of art glass or other glassware of suitable 
density. 

A totally indirect unit, a floor stand, table and 
desk units, a bed lamp, a unit for the lighting of 
lecterns, all involving the use of glare baffles, have 
also been constructed and will be described in later 
papers. A glareless ward light for hospitals has 
already been described.* 


No One Type of Fixture Is Adequate 


The above list, it will be noted, includes a totally 
indirect unit. It has been demonstrated by labora- 
tory tests and by years of successful practice that 
indirect lighting has many excellent features. One 
of these features is the superior diffusion of light. 
Our intention in designing an indirect unit was to 
preserve these desirable features and to correct 
or eliminate certain others that have been con- 
sidered undesirable. The need for designing a line 
or variety of fixtures involving the use of the glare 
baffle is to provide glareless units to meet the 
great variety of situations that are found in light- 
ing practice. No one type or kind of fixture is 
adequate for this. 

A further important advantage of the unit as 
already indicated, is the whiteness of the light 
produced. This is due to the fact that the natural 
whiteness of Mazda light is not changed by the 
presence of surfaces which reflect selectively. 
Commercial reflectors, even silvered glass, change 
the color of the light towards red and yellow be- 
cause of selective reflection. That the difference is 
marked can be readily seen by making a direct 
comparison of the color of the direct and of the 
reflected radiation. It is somewhat surprising to 
find how much of the objectionable color of arti- 
ficial illumination is entirely due to the reflectors 
employed. 

Glare and color of light are generally recog- 
nized as the two outstanding problems in hygienic 
lighting. The use of the principles herein de- 
scribed not only offers a solution to the first of 
these problems but also makes a definite contribu- 
tion to the second. Means ordinarily employed for 
color correction are so wasteful of light as to be 
prohibitive for general use. The most desirable 
method of color correction is unquestionably an 
increase of temperature of the source. This not 
only gives a whiter light but it greatly increases 
the luminous efficiency. The final and practical 
solution of the problem of color correction, so far 
as solution is possible, will probably come through 
the use of sources of still higher temperature in 
connection with glareless, nonreflecting housings. 





1Ferree, C. E. and Rand, G., Glareless Lighting for Hospital Wards, 
The MopERN HospItTAL, June, 1932, pp. 128-138. 
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Elimination of glare, color correction and increase 
in lighting efficiency will thus be accomplished 
together. 

With reference to color correction the following 
points should be noted: 

1. Uncorrected artificial light has a great deal 
of color. Illuminated with it, the printed page has 
an orange or yellow hue. On such a background 
black letters and other printed and written char- 
acters do not stand out as clearly as they do on 
white. The sensation difference between black and 
color is always less than that between black and 
white. 

2. Uncorrected artificial light is “fuzzy’’; cor- 
rected light is smoother in quality. There is prob- 
ably better focusing for the corrected light and 
less veiling glare through scatter of light by the 
media of the eye. The clearer vision which is ob- 
tained with light properly corrected for color and 
composition is very helpful to old eyes and eyes 
having residual refractive errors or defective 
vision from any cause whatever. 

3. Uncorrected light is irritating to many su- 
persensitive and pathologic eyes. Toa great num- 
ber of persons whose eyes are thus affected, night 
work is made possible and even comfortable by 
the use of light corrected for color. 

4. The benefit of increase of intensity of light 
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is greater for corrected than for uncorrected light, 
as is also the tolerance of high intensities. The 
tolerance of glare for colored light is low. 

5. At all intensities the eye works with greater 
precision, speed, comfort and efficiency under 
white light than under colored light. 


Colored Light Handicaps the Eye 


While the eye has developed color reactions, it 
has also developed rather elaborate means of get- 
ting rid of the reactions for the greater part of 
seeing. The color reactions have been developed 
in complementary pairs. The maximum satura- 
tion of color comes at intensities far below those 
which give an adequate working illumination. 
The maximum saturation of spectrum colors 
comes at less than one-tenth of a foot-candle. Any 
increase of intensity beyond this level results in a 
loss of saturation. Thus, with reference to the 
intensity scale alone, nature his provided that the 
eye shall not work under light of maximum color. 
The adaptation to the chromatic component of the 
excitation is much more rapid than adaptation to 
the achromatic component. That is, when acted 
on by colored light the eye rapidly loses its power 
to give the color reaction. It is obvious, therefore, 
that the eye was not intended to see and to work 
under what is ordinarily called colored light. 





Five Suggestions for Lowering 
Hospital Costs 


Because in every country the cost of hospital treatment 
is one of the most important items of expenditure for health 
and medical purposes, a special conference of experts called 
recently by the Health Organization of the League of Na- 
tions and the International Labour Office to consider the 
best methods of safeguarding the public health during the 
depression gave extended attention to possible hospital 
economies. 

Five recommendations affecting hospitals were made by 
the experts. They are as follows: 

1. Hospital construction and equipment should be stand- 
ardized insofar as possible to reduce costs without sacri- 
ficing the interests of patients. 

2. Hospital purchases and management should be ration- 
alized, that is, standardized. The committee recommends 
centralized purchasing. 

3. Methods of cooperation between hospitals should be 
more fully developed. Hospital fees should be fixed after 
an exact calculation, by uniform methods, of the cost of 
maintenance per day and compared among hospitals. It 
may be essential, especially in cities, to set up a central 
service to provide information regarding available beds in 
all hospitals; this service will make a prompt and adequate 
allotment of patients to the various hospitals, specialized 
departments, homes, institutions for chronic diseases and 
convalescent homes, so as to make the most rational use 
possible of the available beds and thus relieve the pressure 
on the hospitals. The central authority could by cooperative 





action fix hospital fees at uniform rates, inquire into the 
needs of the area when any new construction or rebuilding 
is proposed, effect a wider use of existing expensive equip- 
ment, and standardize conditions for admission to the hos- 
pital. A whole series of economies can thus be effected in 
hospital work by rational management and cooperation. 

4. While recognizing the necessity in many places of 
limiting hospital admissions, the experts point out that the 
many factors that are tending in the present crisis to reduce 
the number of patients in hospitals may interfere with a 
rational health policy if they affect the working of hospital 
services to such a point as to lead to the closing of many 
institutions. Hospital assistance must therefore be organ- 
ized according to a comprehensive scheme, and must be 
considered, not solely from the standpoint of economy, but 
with due regard to the necessity of preventing any such 
decrease in the number of institutions and services as would 
imperil the public health. 

5. Finally the committee recommends close cooperation 
between hospitals, sickness insurance funds, public welfare 
bodies, hospital physicians, nonstaff physicians, social wel- 
fare agencies and public health authorities. Social service, 
the committee states, “is a valuable link between hospitals, 
private practitioners, dispensaries, sickness insurance doc- 
tors, and social welfare and health services. It is steadily 
developing in Germany, England, France, Austria, Switzer- 
land, and the United States. . . . Its establishment must be 
regarded as a measure that will increase the efficiency of 
the medical services while reducing their cost. .. . Almost 
everywhere it is important to link up assistance to the 
sick, preventive medicine aid social welfare through the 
hospital.” 
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A Coordinated Plan of Nursing 


Education 


HE release of the reports : : : : ‘ 
/, , ee Public assumption of professional and financial responsi- 
Grading of Schools of Nurs- 
ing stimulated directors of nursing 
services to review more closely the 
educational program outlined for 
the school with which they were 
connected. If good bedside nursing 
was being given their patients, in 
many instances they had not looked 
critically into the educational con- 
tent of the curriculum. 
The schools of nursing in Port- 
land, Oregon, were no exception to 


bility for the education of nurses 1s growing apace on the 
Pacific Coast. T he Unwersity of Oregon, Pasadena Jumor 
College,and the Unversity of Washington, have all under- 
taken academic work for student nurses 1n cooperation 
with local hospitals. In the accompanying article Carolyn 
E. Davis, supermntendent, Good Samaritan Hospital, tells 
of the Portland situation, and Alice G. Henninger, super- @ 
intendent, Pasadena Hospital, gives the advantages and 


the general rule in being stimulated 
by the reports of the grading com- 
mittee to prepare a more coordi- 
nated educational program for 
their students. With a well organ- 
ized extension division of the Uni- 
versity of Oregon in the city, and a school of soci- 
ology and of public health well established, it was 
not difficult to conceive that the university faculty 
might be interested in the needs of the young 
women entering the schools of nursing. Accord- 
ingly, the idea was presented to them, and a plan 
was outlined whereby these young women could 
receive their theoretical instruction at the exten- 
sion department of the university, while receiving 
instruction in practical procedures and bedside 
nursing at the hospital. 

Six years ago the preliminary students from 
Multnomah County Hospital and St. Vincent’s 
Hospital schools of nursing formed the first class. 
Three years later Good Samaritan Hospital school 
of nursing entered upon the same arrangement, 
thereby making three schools under this plan. The 
following year the plan was developed still further, 
and a prehospital quarter term of education espe- 
cially applicable to the nurse is now required. 
During this time the student is given some of the 
time-consuming laboratory courses, and is judged 
from a personality standpoint as well as from the 
standpoint of her ability to carry sound academic 
courses, prior to her entrance to the hospital school. 
Furthermore, it places upon her the responsibility 
of paying for part of her education, as the hospital 
does not furnish maintenance during this time. 


disadvantages of the Pasadena arrangement. T he Seattle 7 


plan will be described next month 


The first year there was considerable difficulty 


in making adjustments to the new schedule because a 


classes had to be covered at the hospitals for stu- 


dents who would complete their courses before a 
these subjects would be given at the university. © 


Now all theoretical and laboratory classwork, with | 
the exception of practical procedures and bedside | 
nursing, is taught at the university. 
Heretofore, high school graduation met the | 
nursing school requirement, but under the present | 


plan the educational requirement has been raised © 
to that of university clearance for acceptance to © 
the prehospital course. The students make appli- 7% 
cation to the school of nursing as formerly, but a 
copy of the high school transcript must be sent to © 
the university where it is evaluated and the first © 
elimination takes place. Because of the economic 7 


situation, the financing of this prehospital quarter a 
has also proved an eliminating factor. e 
An advisory committee, consisting of the direc- z 


tor of each school of nursing and a physician 7 


chosen from the medical staff, confer at called a 


meetings with the director of the department of 7 
nursing education at the university, to review © 


curricula and other nursing problems that arise © 
from time to time. Two of the three directors of a 
nursing are members of the university faculty. 7 

The financial arrangement is not handled in the 
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same manner by the three schools. Multnomah 
County Hospital and St. Vincent’s Hospital con- 
tinue to pay their students the small monthly 
stipend, and the students, in turn, pay their own 
tuition and transportation expense. Good Samari- 
tan Hospital makes no monetary allowance, fur- 
nishing maintenance only, but pays the tuition, 
which is $11 each quarter, and the transportation 
expense. 

The plan has its strong points in the fact that it 
makes it possible for any school in the city, which 
comes up to certain standards, to be affiliated with 
the University of Oregon, thereby elevating the 
school to one of university grade. It carries out 
the central school idea, and lessens the expense to 
the hospital in the way of laboratory equipment 
and specially trained instructors. Our present ar- 
rangement enables the student, who is taking the 
three-year course, to secure a junior certificate 
from an academic institution. This is in accordance 
with the recommendations that have been made in 
education for a long time, and offers the student 
an opportunity to complete a unit of work which 
is less than that required for a degree and does not 
limit the student to the lesser amount of work or 
the lesser accomplishment. 

The disadvantages of the plan are that no matter 
how pressing the hospital need the student must 
be permitted to leave the floor, even though this 
may be for a morning class. This is often difficult, 
but with more careful planning it is possible of 
adjustment. Sometimes valuable coordination be- 
tween class or lecture and actual clinical material 
is lost to the student, when medical and surgical 
diseases and obstetrics are taught away from the 
hospital. This may also apply to the classes in 
professional problems. 


Advantages Outweigh Disadvantages 


The plan has many advantages for the students. 
{t assures instruction of a recognized quality, reg- 
ular, uninterrupted class work, the opportunity of 
university environment and the advantage of uni- 
versity credit for their work. It also makes the 
students cognizant of the expense involved for 
nursing education. A natural spirit of rivalry, but 
also of friendly appreciation develops from the 
contact of the nurses of the three schools. 

From the school viewpoint, it builds up the 
standard of nursing education and nursing care 
for patients and places nursing where it properly 
belongs on a sound professional basis. The educa- 
tional director is relieved of the responsibility of 
continually endeavoring to make up classes and 
lectures which were unavoidably omitted when the 
hospital was dependent upon the busy and gener- 
ous members of the medical profession. 
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From the hospital viewpoint, it attracts a better 
type of young women to the school of nursing and 
lessens the school mortality. The patients receive 
a better and more intelligent type of nursing care, 
and the plan has not proved more costly. 

The hospitals are enthusiastic about the arrange- 
ment, believing that the many advantages to the 
student, to the school and to the hospital far out- 
weigh the few disadvantages. 


The Pasadena Arrangement 


The affiliation “etween the Pasadena Junior 
College, Pasadena, Calif., and the Pasadena Hospi- 
tal school of nursing is a working example of the 
feasibility of placing part of the education of the 
nurse in the public school system. 

For some years before 1924 the students at the 
Pasadena Hospital attended night classes in chem- 
istry at the Pasadena High School. The fall of that 
year, provision was made to send the student 
nurses to the junior college every afternoon of 
their first semester for their basic sciences—anat- 
omy and physiology, bacteriology and chemistry. 
In 1930 the board of directors of the Pasadena 
Hospital entered into an agreement with the board 
of education which makes the nursing school an 
integral part of the junior college. This means 
that both the director of the school and the instruc- 
tor and members of the junior college faculty, and 
the nurses are enrolled as junior college students 
throughout their twenty-eight months’ basic nurs- 
ing course. 

After several changes in the entrance require- 
ments, the present method has been adopted to the 
apparent satisfaction of all concerned. The stu- 
dent nurse must complete thirty-two units of 
standard college work in prenursing subjects be- 
fore entrance into the nursing department. She 
maintains herself for this year’s work. At the 
completion of twenty-eight months at the hospital, 
she receives the junior college diploma with the 
title “associate in arts,” and the pin and three-year 
diploma of the Pasadena Hospital school of nurs- 
ing. 

The formal agreement made between the board 
of education and the hospital board provided the 
creation of a joint committee which guards the 
interest of both institutions. Should either party 
become dissatisfied with the affiliation, it may be 
terminated at the end of a school year. The head 
of the biologic science department, under which the 
nursing school functions, is a member of the train- 
ing school committee, and it is largely through her 
influence that the affiliation was made possible. 

All of the classes and ward experience in the 
nursing course are evaluated in units, and carry 
forty-one units of credit toward junior college 
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graduation. As the student nurses are enrolled as 
junior college students, it is possible for the junior 
college to receive the state appropriation for them 
on the same average daily attendance basis as is 
received for the regular students. 

The director and instructor of the nursing school 
have their state teacher’s credentials, and must 
meet the same requirements as the other faculty 
members. The junior college instructors, particu- 
larly those in the science courses, have been closely 
allied with the work of the nursing school for so 
many years that their judgment is most helpful in 
the selection of students. They also assist the stu- 
dent in realizing the application of her sciences to 
the nursing problems. During the second semester 
of the prenursing course, the prenursing students 
have a class in elementary nursing procedures at 
the hospital, which still further helps to correlate 
the work. 

The graduation of the nurses is held with the 
regular junior college commencement. The presi- 
dent of the board of directors of the hospital and 
the president of the class of graduating nurses 
have prominent places on the program. 

The salaries of the director and instructor are 
paid by the school board, thus relieving the hospi- 
tal of this sum. The instruction and laboratory 
facilities for the prenursing courses given on the 
college campus, are, of course, entirely financed by 
the junior college. This school is most generous in 
lending the nursing school models and demonstra- 
tion material. 

No tuition fees are required of the student 
nurses, but they pay a small junior college student 
body fee each fall, and purchase all of their texts 
through the college book store. They are given a 
section in the college year book, thus eliminating 
the heavy expense incurred formerly in printing 
their own annual. 

The hospital agreed to provide the facilities for 
instruction in nursing practice, and to maintain 
the hospital classrooms used for the nursing 





Vol. XLII, No. 1 


courses. This institution also promised to conduct 
a school which could meet the minimum standards 
as outlined by the National League of Nursinz 
Education, in “A Standard Curriculum for Schools 
of Nursing.” After the prenursing course the hos- 
pital gives the students full maintenance. 

Occasionally it would be more convenient to 
plan the students’ class schedule if it were not 
necessary to conform to the junior college semes- 
ters. The complete set of records that must be kept 
for the junior college means a little additional work 
for the instructors and the clerks in the college 
records office. These disadvantages, however, seem 
most trivial in view of the advantages, which are 
as follows: 

1. There is a financial saving to the hospital in 
salaries, laboratory equipment and graduation ex- 
penses. 

2. The students have a far broader and more 
thorough preparation when they enter the nursing 
school than would be possible otherwise. 

3. A better class of students is attracted because 
of the affiliation with an educational institution. 


4. The years of hospital experience are not so ™@ 


heavily crowded with class work, allowing more 
opportunity for a better understanding of ward 
practice. 

5. The backing of a strong educational institu- 
tion helps stabilize the educational program in the 
nursing school. 

6. The necessity of meeting the junior college 
standards means better prepared instructors and 
a better planned educational program. 

7. The affiliation definitely places nursing edu- 
cation on the college level and in the public educa- 
tional system. 

8. The junior college feels that this course gives 
an excellent example of correlated theory and prac- 
tice. 

9. The course adds a satisfactory offering to the 
curriculum of the junior college in the courses 
that prepare students for definite vocations. 





Better Management Will Improve 
Hospital Service 


Constructive suggestions pertaining to hospital manage- 
ment are offered by Albert E. Sawyer, office manager, 
University of Michigan Hospital, Ann Arbor, in “Michi- 
gan Business Studies,” a booklet published by the Univer- 
sity of Michigan. Mr. Sawyer reaches these conclusions: 

1. The hospital, whether large or small, can better serve 
its community if it is managed in accordance with the 
principles that govern the successful business enterprise. 

2. The absence of the profit motive should tend to in- 
crease the incentive for sound business management. 





3. A carefully planned accounting system is the most 
useful and necessary tool in the proper management of 
the modern hospital. The value of such a system is not 
confined to the large hospital but will be found equally 
helpful in the management of the smaller institution. 

4. The most valuable accounting system for the up-to- 


date hospital is the one which is so planned as to indicate | 


promptly and in an understandable way, the factors that 
require executive adjustment and control. 


5. Blanket appropriations for operating expenses of the § 


hospital tend to stultify business initiative. The income 
of the hospital should not be applied in a manner that 
distorts the true relationship between the earnings of the 





nospital and the cost of rendering the services to patients. 
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Medical Social Worker Is Interpreter 
Between Patient and Hospital 


By EDITH M. BAKER 


Director, Social Service Department, Washington University Clinics and Allied Hospitals, St. Louis 


PITAL carried an editorial entitled “Has So- 

cial Service Stood the Test?” It closed with 
the following statement: ‘Social service as a pro- 
fession and the social worker as an individual have 
surely proved their worth, have amply justified 
their existence in the community and in the hos- 
pital during these trying days of economic read- 
justment.” 

Let us assume that this is a fair statement of the 
opinion of hospital administrators and physicians 
in general. What, then, are the functions of medi- 
cal social workers that make their work in hospi- 
tals so essential that they were not eliminated when 
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the need arose for drastic retrenchments? In order 
to answer this question it is important to conceive 
of social service not as a kind of charitable relief 
but as a form of medical service, a phase of hos- 
pital care. 

In hospitals patients are seen torn away from 
their natural setting and frequently experiencing 
the natural regression accompanying illness. It 
is no new concept in medicine that it is unsound 
practice to focus attention upon the impressive 
bodily manifestations of disease, ignoring the basic 
causes of illness, the effect upon the patient of his 
sickness and the relationship of the patient to his 
family, friends, work, religion and recreation. Yet 


At Washington University Clinics medical social workers aid the admitting service to judge the patient’s eligibility. 
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it is almost impossible for the average hospital 
physician to know the personality of the patient 
and his total situation unless some member of the 
hospital personnel is equipped to gather and ana- 
lyze such significant social data. 

This, then, is one of the important functions of 
medical social workers—to bring to the physician a 
knowledge of the social factors that affect the un- 
derstanding or treatment of disease, whether exist- 
ing previously or growing out of the illness. These 
social factors may not lend themselves to such an 
exact scientific analysis, but in a real way they 
relate to the origin, clinical course and outcome of 
the disease. The social record containing this in- 
formation should, wherever feasible, be part of the 
clinical biography of the patient in order that the 
physician may use it for the patient’s benefit just 
as he would use consultations with the x-ray de- 
partment and the laboratories. 


The Purpose of Medical Social Case Work 


In interviewing a patient, the social worker un- 
dertakes a screening process to separate the gross 
or obvious indications of personal or environmen- 
tal difficulties. Further study then reveals those 
situations in which health and social factors are 
interacting to create a maladjustment beyond the 
capacity of the patient to surmount. In such in- 
stances medical treatment and social treatment are 
interdependent and the social worker should deter- 
mine in collaboration with the physician what fac- 
tors in the social situation are pertinent to the 
patient’s health and should formulate jointly with 
him the plans for helping the patient to achieve 
mental and physical health. For many patients, 
however, this complete case work service is not 
indicated. For these patients the social worker 
assumes responsibility for various activities gen- 
erally of an interpretative character. For still 
others social treatment is contra-indicated because 
the screening process has revealed no social pa- 
thology. This information may be as significant in 
the physician’s study of the patient as a negative 
heart or throat consultation. 

The purpose of medical social case work may be 
said to be the study of the patient’s mental, emo- 
tional and spiritual life and his relationships 
within and without his home as they affect his 
illness, and the treatment of his personality prob- 
lems and social relationships. The social worker 
may advise and encourage the patient about prob- 
lems of adjustment; she may help him to find 
opportunities for a more favorable environment. 
This may include the provision of medical appli- 
ances, extra nourishment, extension of medical or 
nursing care, better clothing, employment, special 
education, recreation and other matters. 
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Such service implies that the social worker must 7 
be familiar with the resources of a community and © 
must know how to utilize them in the interest of | 


hospital patients unfamiliar with the facilities the 


community offers for the solution of their diffi- | 


culties. She must have competent judgment as to 


which of these resources should be tapped in a 4 
particular case, skill in interpreting the patient’s 9 
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needs to the persons from whom aid is sought and, 7 
on the other hand, skill in guiding the patient toa | 


desire for acceptance of their service. 


In only a certain proportion of the patients seek- ~ 


ing care in clinics or wards can drugs or surgery © 


alone produce any important improvement. 


In § 


many instances the patient will not be permanently | 
benefited unless his lifelong habits of eating, sleep- © 


ing and working are changed. Physicians in hos- a 
pitals and clinics may waste hours of time and ~ 
energy prescribing diets or hygienic measures that | 


are never carried out, sometimes because facilities 
are lacking but more frequently because patients 
are either too ignorant or too dull to grasp what 


is meant or are emotionally unwilling to make the ~ 


effort. Or perhaps there is a language barrier to 
be overcome. 

The social worker therefore supplements the ex- 
planation of the patient’s illness and the medica! 
recommendations given by the physician, with in- 
terpretation of his health problem and detailed 


instructions regarding his daily routine of living. 7 
She must know how to teach adults new habits in | 


PS ee OE OC eee ide 
beh NE te a a Sl a Pe 


home management and stimulate interest in new 7 
goals of health. Sometimes this is the only direct 7 


help needed from the medical social worker, al- 


though this interpretation of the meaning of the ~ 


patient’s health situation may be a continuing 
process in the attempt to enlist his cooperation and 
that of his family in treatment. Such service may 
aid not only in the recovery of the patient, but 


also in preventing a recurrence of his illness. 7 


eine 


Sometimes, however, full case work service, study, 7 


analysis and treatment must be undertaken if the 
number of hospital repeaters is to be reduced. 


Expensive Medical Care Is Sometimes Fruitless 


Hospital ward and clinic repeaters cost thou- 


sands of doijlars every year in the time of physi- © 


cians, nurses, laboratory technicians and other 
hospital personnel, to say nothing of the burden 
they impose upon the community. Such patients 
may seek the medical institution with a wealth of 


physical complairts unassociated with any patho- ~ 
logic process. They are the people who protest 4 
against economic difficulties, unsatisfactory domes- 4 
tic relations, too frequent childbearing, industrial E 


maladjustments, discrepancy between individual | 7 


capacities and the responsibilities of life. 
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Progressive medicine is unwilling to treat such 
symptoms as headaches, nausea, fatigue and pal- 
pitation when little or no pathology can be discov- 
ered. Treatment of these patients must consist of 
something more than diagnosing them neurotic or 
neurasthenic or allowing them to make an endless 
round of visits to clinics or wards. It is the func- 
tion of medical social work to aid the physician in 
finding out what lies behind these states of mind— 
depression, fear, worry or insecurity—and in 
treating the modifiable social factors if possible. 

As has been previously indicated, some of the 
men, women and children who return again and 
again to hospital wards or clinics that extend a 
grudging welcome to them, or who fail to complete 
medical care because of social obstacles, do so only 
because they lack knowledge of their own latent 
capacities or of the community resources that 
skilled social service early in their hospital expe- 
rience would open up to them. Expensive medical 
care in those instances may be practically fruitless. 


Other Functions of the Social Worker 


Medical social workers are of real assistance in 
clearing hospital beds. Patients who remain in 
free or part-pay hospital beds longer than is ab- 
solutely essential postpone the opportunity for 
other patients to avail themselves of the expert 
medical care the hospital is prepared to give. If 
the social worker is told well in advance of the 
approximate time when a patient may be expected 
to leave she can usually arrange for suitable after 
care. She can procure the needed apparatus, the 
convalescent care, the special diets, the nursing 
service, the release from home duties, the return to 
the institution for further medical supervision and 
check-up, that constitute the medical recommenda- 
tions upon discharge. If the social worker does not 
have sufficient time in which to make suitable pro- 
visicn for the patient or if social service is not 
available, it often means that the patient is sent 
home to unfavorable social and psychologic condi- 
tions almost certain to undo the good results of his 
hospital treatment. 

Occasionally a series of operations or an ex- 
tremely long convalescent period are indicated for 
patients on the orthopedic or plastic surgery serv- 
ices. When before the medical treatment is in- 
augurated the social worker plans with the 
physician for the interim of convalescent care of 
the patient in the.community there is less likeli- 
hood of untoward circumstances interrupting or 
jeopardizing the medical plan. It is better not to 
start expensive medical care at all than to have 
to abandon it before it is completed. In some in- 
stances an alternative type of treatment involv- 
ing less care outside the medical institution may be 
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substituted if community resources are inadequate. 

When radical surgical procedures are indi- 
cated, as with certain cancer patients, it is im- 
portant to consider the patient, first, according to 
the degree of medical service that can be rendered 
and, second, according to his emotional make-up. 
It is sometimes considered unwise to undertake 
radical measures but to choose more moderate 
measures when the patient’s response is one of 
panic. In many instances it takes a calm patient 
to give full cooperation to the medical procedures. 
When radical throat and mouth operations are per- 


7 





Medical social workers can help clear hospital beds by 
arranging suitable after care for patients. 


formed, fright may block the processes of swal- 
lowing and respiration. The panicky patient is 
recognized by the physician as a poor risk for such 
surgery. The social worker may render some as- 
sistance to the physician by predicting the reac- 
tions which may be expected from the patient. 
Another important functien of the social worker 
is to interpret to the social agencies or other inter- 
ested persons outside the hospital the meaning of 
the patient’s illness and what financial, hygienic 
and psychologic measures are needed for his care. 
Social agencies are prepared to furnish informa- 
tion regarding the personality and environment of 
their clients under care in wards or clinics. It is 
the responsibility of the medical social worker to 
make these data available to the physician when he 
is examining the patient. The diagnosis as written 
on the medical chart may reveal little of the real 
nature of the patient’s illness. A diagnosis made 
on one patient may mean a slight inconvenience to 
him, while the same diagnosis made on another 
patient may mean a chronic and crippling condi- 
tion. What the agency wishes to know is the prog- 
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nosis of the disease in this particular individual, 
what his illness means to him, what the medical 
recommendations are and whether he will be dis- 
abled temporarily or permanently, whether the 
condition can be arrested or whether it will grow 
progressively worse. 

Such information is usually not obtainable from 
medical charts. It must be secured from the physi- 
cian by the social worker upon completion of the 
physical examination and the medical recommen- 
dations. Interpretation of the diagnosis as reported 
to the social agency should embody the joint con- 
sideration by physician and social worker of this 
particular individual in this particular environ- 
ment, with this particular disease. Cooperative 
service of this type rendered to social agencies 
means that the chances for successful medical 
treatment in this group of agency patients is 
greatly increased and that the hospital is rendering 
an enlarged service to the community. 

As part of her service to community agencies, 
interested individuals and patients the social 
worker constantly has the opportunity to interpret 
the rules and procedures of the hospital. Medical 
institutions are becoming increasingly complex 
and large medical centers have added to the confu- 
sion in many ways. Explanation of the medical and 
administrative procedures frequently helps to an- 
swer questions and clear up misunderstandings 
and to secure the full participation of the persons 
involved. Much adverse criticism of the hospital 
may thus be averted. 


An Opportunity for Learning End Results 


The functions of medical social workers are 
often associated with so-called follow-up service, 
the rounding up of patients for treatment and the 
ascertaining of end results through letters of in- 
quiry. The need for routine follow-up of this type 
can be reduced to a minimum if adequate interpre- 
tation of what is expected of him is given to the 
patient by the social worker early in his hospital 
or clinic attendance. The patient then understands 
that he is to report to the clinic regularly for an 
indefinite period, that he is to return at stated in- 
tervals or that a letter will be sent containing 
questions about his condition which he will be 
expected to answer. 

Patients are prepared in this fashion for keep- 
ing in touch with the institution regarding their 
medical care. The social worker is able to ascertain 
if there are social obstacles that will impede the 
following of recommendations by the patient and 
to adjust them as necessary. Finally the letter of 
inquiry which may be sent is based upon a knowl- 
edge of the patient’s physical and financial condi- 
tion in contrast to a routine letter sent out 
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periodically in a mechanical fashion. Experience 
has shown that large groups of cancer or syphilitic 
patients may be kept under active treatment or 











brought in for occasional check-up for indefinite | 
periods. The opportunity this affords for learning 3 


end results is apparent. 


There seems to be a generally accepted recogni- | 
tion of the social elements that must be taken into 
consideration in determining the eligibility of pa- © 
tients for clinic or hospital care. In many instances 7 
the admission of patients is the responsibility of © 
the social service department. The admitting serv- | : 
ice usually makes the first contact with patients § 
seeking medical care. They come in a somewhat | 
frightened condition because of the unknown or- | 
deal before them. Their anxiety is both physical © 


and financial. “his first interview must quickly 
establish good rapport between social worker and 


patient. Confidence must be established, resistance 4 
must be broken down and pertinent facts must be © 


gathered. Such information as the following is © 


essential: family set-up, occupation, environment, 
resources, wages, income from all sources, ex- 
penses, debts, previous medical care, present com- 
plaints, probable physical condition and prognosis. 


Equipped to Determine Patient Eligibility 


The professionally trained and experienced so- 
cial worker is equipped to evaluate this social and 
economic information and to balance it with the 


patient’s medical need in reaching a decision con- a 
cerning eligibility and rates. Social workers have | 
They 7 


acquired the technique of the interview. 





scr 


bring the case work method of approach into the © 
admitting service, considering each individual in 
all of his relationships. Social problems needing ~ 


early attention are readily discovered and referred 
to social case workers, thereby bringing about 
more effective care for patients. In view of the 


various plans for supplying medical care that are 3 


at present under discussion by medical groups, it 
is likely that medical social workers will be called 


upon to render an increasing amount of service in © 


the determination of patient eligibility. 

The concept of function presented in this paper 
is the social case method used in connection with 
medicine for the study and treatment of social fac- 


tors in iliness, for the accomplishment of a purpose |~ 
both medical and social, the development of the ~ 


capacities of the sick person to meet life’s expe- a 


riences in a manner acceptable to himself and to 


society. Only the social worker who is thoroughly 4 


equipped through education and experience is pre- © 3 


pared to bring to bear on the problems of the sick 


that combination of knowledge, creative imagina- a 
tion and technique which results in opportunities q 


for growth. 
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Why a Special Fracture 


Service Is an Asset 


in the Hospital 


By PHILIP D. WILSON, MLD. 


Associate Chief, Fracture Service, 
Massachusetts General Hospital 


the American College of Surgeons was 

adopted by the Massachusetts General Hos- 
pital in 1922, and is used as the official record for 
patients with fractures. It is supplementary to the 
regular history and other record forms used for 
all hospital cases. The fracture sheet has the ad- 
vantage of calling attention to certain information 
that must be supplied, and which otherwise might 
be overlooked. It has proved of benefit in amplify- 


. [es special fracture record sheet approved by 


> ing the records and securing greater uniformity. 


It is filled out as far as possible upon admission of 
the patient and completed upon his discharge. It 
is filed with the rest of the patient’s record in the 
record room. 


Photographic Prints Made of All Important Films 


The need for a complete file of fracture records 
in the office of the fracture service apart from the 
official records of the hospital early became ap- 
parent. This was supplied by requiring that the 
special fracture sheet should be filled out in du- 
plicate for every patient, one sheet being retained 
for the special file of the fracture service. The 
most important part of the record, however, the 
patient’s radiograms, still continued to be kept in 
a Separate file, and it was found that in spite of 
the efforts and vigilance of the x-ray department 
many of the films were lost in whole or in part, 
or after a year or two became inaccessible 
through the necessity of storing them in an out 
building. Again many of the patients accumulated 
a great many radiograms during their long period 


pee article is one of the Hospital and the Medical Staff series, 
esigned to ensure better team work in the hospital through a fuller 


understandi ; : 
aadae«,,§, 1," the interrelated problems of the medical staff and the 
19338, 


The first article of the series appeared in January, 


In the experience of Massa- 
chusetts General Hospital, the 
essentials of a fracture service are 
capable leadership, segregation of 
cases, unity of hospital and out- 
patient clinics, continuity of 
serviceand the development of an 
end result cline. T he first part 
of this article appeared in the 
December issue. T he organiza- 
tion and the functioning of the 
hospital's fracture service are 
described here 


of treatment, and to go through these and select 
the appropriate ones to illustrate all of the 
changes incident to treatment and healing became 
a time consuming task. 

To obtain unification of the records both writ- 
ten and radiographic a system was worked out 
whereby photographic prints of reduced size were 
made of all the important films in each case of 
fracture. These are pasted on a card of the same 
size as the fracture sheet, and both are filed to- 
gether. The prints are made directly on bromide 
paper in the same way that lantern slides are 
made from x-ray films without the intermediary 
of photographic positive films. By this method 
the cost of each print is reduced to about ten 
cents. This expense is borne by the fracture serv- 
ice itself, and consequently these records become 
its property. 

This complete file of records in the fracture serv- 
ice office is of inestimable benefit for teaching pur- 
poses and for the convenient study of groups of 
cases. The history of each patient during the period 
of treatment, with a description of the lesions and 
notes of difficulties encountered, complications 
and operative findings, illustrated by the radio- 
grams at all important stages, can be produced 
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at a moment’s notice. These records are always 
used at the end result clinic where they save valu- 
able time that would otherwise be wasted in look- 
ing up the original radiograms of patients. They 
make it easy to understand the various cases that 
are presented and explain the results. A note of 
the patient’s complaints and of the findings upon 
examination is dictated to the secretary and later 
typed on the record sheet. In addition reduced 
prints are made of the end result radiograms, 
and these are added to the record. The completed 
record therefore gives the entire story of each 
patient from beginning to end, including the end 
result. We now have in our files nearly 2,000 of 
these completed records which are extremely val- 
uable as research material. 


End Result Clinic Is Held Weekly 


The members of the fracture service staff early 
recognized the importance of knowing as much 
as possible about end results. Only by this means 
is it possible to judge the value of different meth- 
ods of treatment and establish sound therapeutic 
principles. In 1923 an end result clinic was organ- 
ized under the management of the secretary. 
Every patient is sent for one year after discharge 
from the hospital and invited to come in for ex- 
amination. Follow-up letters are sent to those 
who fail to reply, and through the untiring efforts 
of the secretary about 65 per cent of all house pa- 
tients report in person to the clinic, and informa- 
tion by letter is obtained from 5 per cent more, 
thus giving a total return of about 70 per cent. 
The end result clinic is held regularly on Friday 
mornings, and has become an interesting and 
profitable part of the weekly fracture visit for 
all the members of the fracture service staff. 

Patients who were treated entirely in the 
emergency ward or out-patient department are 
omitted from this study. They were included for 
one or two years, but the return was small for the 
effort involved, and nothing of value was learned 
from the patients who did respond. It is the pol- 
icy of the service to admit to the hospital all pa- 
tients whose injuries are at all complicated so 
that for the most part these cases represent sim- 
ple fractures with little or no displacement. This 
omission does have the effect of reducing our files 
of end results in fractures of the lower end of 
the radius and of the phalanges to much smaller 
proportions than would otherwise be the case. 

Patients are questioned about the effects of 
their injuries. Their chief complaints are learned, 
as well as when they resumed work, what their 
earning power is compared to what it was before 
they were injured, and whether they received in- 
dustrial compensation or whether liability litiga- 





tion is pending. They are then examined and notes 


are made of any bony deformity, shortening or re- | 
striction of joint motion that may be present. @ 


Routine x-ray examination is made of the injured 
bone, the cost being borne by the hospital when 
the information to be obtained is chiefly for the 
benefit of the fracture service. 
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Each patient is demonstrated before the staff : 


and the result evaluated from three standpoints, 
A (anatomic), F (functional), E (economic). This 


is expressed by numbers ranging from 0 to 4, the 7 


former representing the minimum and the latter | 3 
the maximum. Considerable latitude is permitted | 


by the numbers, 1 representing from 0 to 25 per = 


cent, 2 from 25 to 50 per cent, 3 from 50 to 75 
per cent, and 4 from 75 to 100 per cent. Anatomic © 


refers to bony alignment, and is determined by 


the x-ray films; functional takes into considera- 7 


tion the range of joint motion, muscular strength 79 


and the presence or absence of pain; economic | 


refers to working and earning ability before and 


after injury. For example, A, F, E, means that ~ 
the x-ray shows slight bony deformity, but that 7 


functionally the patient is practically normal, and 


that he is able to do the same work and earn the © 
same wage as before injury. A, F, E, indicates © 
less than 25 per cent of normal alignment, less | 


than half of the normal joint motion and only 


about 75 per cent of the previous earning power. 
The rating is voted upon by the staff and repre- | 


sents the majority opinion. 
Staff Members Instruct Undergraduates 


The radiograms of the patients are examined Pe 
at the next end result clinic, and the final ana- | 
tomic ratings are given at that time. Many residual 7 


conditions are discovered at the end result clinic 


that necessitate further treatment, operative or 
otherwise, and arrangements for this are made. ~ 
When for one reason or another recovery has | 
been delayed and the result cannot be considered ~ 
final, or when a condition is revealed that it is “4% 
thought desirable to observe over an extended 7 
period, a note is made to that effect, and the pa- ~ 
tient is then recalled to the clinic six months or 


a year later. 


Among the duties of the fracture service staff | 


is that of giving instruction in the treatment of 


fractures for the benefit of the medical under- 7 


— wi: 
Pee OS as eet 


graduates, interns and postgraduate students. © 


Undergraduate teaching is mainly of the bedside © 
type with chief emphasis laid upon general prin- || 
ciples, pathologic, anatomic and therapeutic, and 7 
little said about technique. Groups of third-year 7 


men assist in the work of the out-patient frac- © 


ture clinics, while groups of fourth-year men are 4 
taken regularly each week on tours of the frac- ; 4 
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ture wards at which the various cases. are dem- 
onstrated and the treatment explained. In addi- 
tion those men who are on duty as clinical clerks 
in surgery keep in touch with the emergency 
ward and have the opportunity of seeing the pa- 
tients with fractures who are treated there. 


Interns Acquire Considerable Experience 


The proper time to teach technique of fracture 
treatment is during the two years of surgical in- 
ternship following graduation from the medical 
school. The men whe receive these appointments 
intend to perfect themselves in surgery, and the 
staff should make every effort to instruct them 
so that after completing their period of training 
they will be fully competent to treat all of the 
usual types of fractures. The members of the 
staff believe that the best method of accomplish- 
ing this is to give them the opportunity of treat- 
ing under supervision as many cases of fracture 
as possible. 

During their period of out-patient service the 
interns get first-hand knowledge of certain phases 
of fracture treatment. Later when they are serv- 
ing their term on the fracture service they ac- 
quire considerable experience. They have the op- 
portunity both in the emergency and fracture 
wards of examining patients and making their 
own diagnoses before the patients are seen by the 
visiting surgeon. They are required to form an 
opinion in respect to the method of treatment 
that should be employed, and to defend this posi- 
tion when questioned by the surgeon. They are 
given opportunity to reduce most of the simple 
types of fracture, to assist the surgeon at all op- 
erations and reductions, to apply plaster casts and 
other splints, to adjust the apparatus and manage 
the host of details that constantly need attention 
on a fracture service. In addition they attend the 
regular fracture visit where they are given the 
task of demonstrating the patients under their 
care. Discussion of cases with their chiefs and 
with each other constantly affords the opportu- 
nity of gaining knowledge. The amount that the 
intern is permitted to do is limited only by his 
ability and his aptitude for this type of work. 

Finally the fracture staff feels that it has a 
duty to perform in making available for other 
physicians the lessons learned from its experience. 
This necessitates the organization of courses of 
instruction for graduates. The staff also recog- 
nizes that postgraduate teaching is of benefit to 
its own members through the stimulus it supplies 
to learn more about certain subjects. Postgradu- 
ate teaching of small groups of local physicians 
was begun in 1920 and has been continued since. 
Changes were made from year to year in the 
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range of subjects and methods of presentation 
in an effort to make the courses more attractive. 
Finally in 1928 an intensive course of instruction 
occupying nine hours a day for one week was of- 
fered and drew an enthusiastic response from 
physicians throughout the country. The following 
year this course was lengthened to ten days, and 
has been repeated annually with the exception of 
the year 1932. 

The groups attending this course have varied in 
size from seventy-five to 135. The income from 
the graduate teaching has been donated by the 
members of the staff to the treasury of the frac- 
ture service. The funds thus accumulated have 
been used to pay the salary of the secretary, to 
bear the expense of making x-ray reduction prints 
for the fracture records, to buy motion picture 
cameras and other special equipment, to defray 
the cost of special investigations and to take care 
of numerous other expenses necessary for the 
proper functioning of the service. Without such 
funds the development and usefulness of the frac- 
ture service would be much restricted. 


Many New Methods of Treatment Devised 


The staff of the fracture service is composed of 
men who are primarily clinicians. They receive no 
salary from the hospital and for the most part 
lack the time necessary for work in the experi- 
mental laboratory. Therefore such investigations 
as have been undertaken have been clinical rather 
than of a laboratory type. At an early period the 
policy was adopted of assigning special types of 
lesions to certain members of the staff for study. 
Any surgeon who wishes to test out a new or 
original method of treatment may apply for a 
special assignment, but he must secure the ap- 
proval of a committee of the staff appointed for 
that purpose. Under this arrangement new meth- 
ods of treatment have been devised by certain 
members of the staff, while the best methods of 
treating certain difficult fractures have been 
studied by others and conclusions reached. Among 
the contributions thus made may be mentioned 
the following: fascial suture repair in fractures 
of the patella and olecranon; the reduction of 
compression fractures of the vertebrae by the use 
of a special hyperextension frame; the treatment 
of fractures of the neck of the femur by open 
reduction and internal fixation with a new type 
of nail; operative fusion of the subastragalar 
joint in the treatment of certain fractures of the 
os calcis. 

The efforts of the members of the staff are now 
being devoted to the analysis and study of the 
large group of fracture end results that have been 
accumulated. 
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The unity of the fracture service is maintained 
not alone by the medium of the fracture visit or 
by cooperation in teaching but also by frequent 
staff meetings. These have been held at intervals 
of one to two months or less depending upon the 
nature of the business to be transacted of which 
there is usually a considerable amount. All spe- 
cial questions or problems are assigned to small 
committees for study and report, and in addition 
there are several standing committees charged 
with special duties. All members of the staff are 
utilized in committee work. This not only relieves 
the individual burden but gives the men a sense 
of responsibility toward the service. 


Fracture Service Should Be Training Ground 


One of the chief objections to the organization 
of a fracture service is that it tends to make the 
treatment of fractures a surgical specialty when 
as a matter of fact these injuries concern all sur- 
geons, and they may be called upon to treat pa- 
tients with fractures at any time. We believe 
that this tendency can be prevented by making 
the fracture service a training ground for all of 
the members of the surgical staff and by provid- 
ing that the younger men shall become eligible 
for an appointment to it at a certain stage of 
their advancement. This means that there must 
be a limit to the term of active duty because 
otherwise the staff will become overcrowded. This 
matter has solved itself in a natural way up to 
the present and it has not been necessary to make 
arbitrary rules. After a number of years it usu- 
ally happens that the older men become increas- 
ingly occupied with their general surgical duties 
both in the hospital and outside and can no longer 
spare the large amount of time necessary for ac- 
tive work in treating fractures. At this point 
they become consultants on the service and turn 
over the active work to the younger men. 

It may be asked how the statement previously 
made about incompatibility between general sur- 
gical work and the treatment of fractures can be 
reconciled with the active part played by general 
surgeons on the fracture service. All of these men 
have other duties on the surgical service, either 
in the out-patient department or in the house, but 
generally these. duties are so arranged that they 
do not conflict with their duties on the fracture 
service. When the men advance in hospital rank 
to the point where they must assume greater re- 
sponsibility in the direction of a service, then the 
rule of incompatibility comes into play and they 
retire from active work on the fracture service. 

On the orthopedic side the same general policy 
of making the service a training ground for the 
younger surgeons prevails. After serving for a 
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period of years the older men find themselves in- 
creasingly occupied with other types of work, and 
are glad to make way for the younger men. They 
have served their apprenticeship and additional 
experience will not profit them greatly. 

A word ought to be said about the friendly re- 
lations that have prevailed between the general 
and the orthopedic surgeons. There has never 
been any sentiment of jealousy between these two 
divisions of the staff or any feeling that the serv- 
ice should belong wholly to one or the other. The 
orthopedic surgeons recognize that the general 
surgeons must be trained in the treatment of frac- 
tures, and the latter understand that the orthope- 
dic surgeons are also vitally interested in these 
injuries and should have the right to participate 
in their care. Cooperation between the two in the 
work of the fracture service has benefited both 
and has helped raise the level of treatment, each 
contributing from his special knowledge. Much of 
the good feeling that prevails among the mem- 
bers of the staff comes from the recognition of a 
common purpose to strive towards an ideal goal, 
from a great spirit of loyalty to the hospital and 
from a feeling of sharing in a common inheritance 
of ideals and traditions from the past. 


The Essentials of a Fracture Service 


The organization and functioning of the frac- 
ture service of the Massachusetts General Hospi- 
tal have been described, not because it is considered 
ideal in any way, but to show how such a service 
works in actual practice and in the hope that some 
feature of its organization may prove useful to 
other institutions, or that its experience may 
stimulate others to make a similar experiment. 
The plan of organization is far from perfect and 
doubtless is open to many criticisms. It also has 
certain advantages, most important of which is 
that it suits the needs of the hospital for which 
it is intended. A different type of organization 
would be necessary in many other hospitals. 

We believe that the essentials of a fracture 
service are capable leadership, segregation of 
cases, unity of hospital and out-patient clinics, 
continuity of service and the development of an 
end result clinic. We believe that the organization 
of a fracture service in our hospital has benefited 
the patient by raising the level of fracture treat- 
ment, that it has been of advantage to the mem- 
bers of the surgical staff in giving them greater 
experience and better training than they other- 
wise would have had, that it has been the means 
of providing better instruction, if not of the un- 
dergraduate medical students, then at least of the 
interns and postgraduate students, and that it has 
contributed to surgical progress. 
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Collection S ystem 


Hospital accounts differ from com- 
mercial accounts 1 certain respects 
and a specialized system of credit and 
collections is needed. The patient's 
financial status should be learned 
upon his admittance and accommo- 
dations in keeping with ns ability 
to pay should be provided. Defimte 
suggestions for collecting delinquent 
accounts are set forth by the author 


often have certain characteristics that the 

general run of commercial accounts lack. 
Barring proprietary institutions, hospitals as a 
rule cannot or do not choose their credit risks. 

A genuine need for service having been estab- 
lished, that service is invariably forthcoming quite 
apart from the sick individual’s ethical status or 
financial resources. It may not mean private room 
service at $8, $12 or $14 a day; it may not mean 
semiprivate room service at $5 or $6 a day; in 
many cases it does mean service on the wards, 
free or paid by the patient, by the welfare district 
or by the state. But at any rate, service is ren- 
dered. 

Again, hospital accounts differ from commercial 
accounts in that the amount of the latter is usu- 
ally known in advance of the purchase. Except 
for maternity service, hospital admissions are usu- 
ally unexpected and unplanned for experiences. 
The exact expense is often indeterminable in ad- 
vance, except in instances where the hospital has 
established flat rates as for tonsillectomies and 
adenoidectomies. 

A hospital account, furthermore, differs from a 


OSPITAL accounts, it goes without saying, 








_*This article is one of the Hospital Organization series, under the 
lireetion of Dr. Winford H. Smith. 
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commercial account in that the latter is usually 
incurred for the purchase of some concrete article 
such as a house and a lot, an automobile or a radio 
which, if not paid for in whole or in part, can be 
repossessed by the seller. Hospital accounts in- 
variably represent an expense incurred for an 
intangible service which if not paid for cannot be 
withdrawn. Unless a patient does not fully re- 
cover there is little to rerind him of his account 
once he has left the hospital. In fact, the sooner 
he can forget his illness or accident, the better he 
likes it. These characteristics of hospital accounts 
often influence their collection and have to be 
borne in mind in any organized collection effort. 
As a large percentage of the patients admitted 
to any hospital are referred by practicing commu- 
nity physicians, the collection of their accounts 
may well begin with these physicians. However, 
since they are not as a rule members of the hos- 
pital’s full-time paid staff and are in no sense de- 
tailed by the hospital’s board of trustees to repre- 
sent the institution in making a financial arrange- 
ment with patients, their efforts, insofar as they 
are willing to cooperate with the hospital authori- 
ties, should be restricted to acquainting the pa- 
tients with whatever rules the hospital may have 
established in regard to payment for services. 


Facts to Ascertain Upon Patient’s Admittance 


There can be no serious objections to placing in 
the hands of each physician connected with the 
hospital a detailed statement of the hospital’s 
charges so that he may know what the services 
cost. He should be careful, however, to make clear 
that the hospital’s superintendent, or other officer, 
is the one from whom authoritative information 
is to be obtained regarding charges, terms of pay- 
ment and credit arrangements. Frequent changes 
are made in a hospital’s schedule of rates and phy- 
sicians connected with the hospital cannot be ex- 
pected to keep themselves accurately informed of 
these details. Misinformation conveyed by them 
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in ignorance often leads to unpleasant misunder- 
standings. 

The foundation for the hospital’s collection ef- 
forts is laid at the time the patient is admitted. 
Then it is that the economic and social status of 
the patient should be ascertained. These data 
should include information on the employment of 
the patient or of the relative responsible for the 
patient’s bill. If he is employed, it should be 
learned how long he has been employed; if unem- 
ployed, how long since employed. There should 
also be included the name and address of the pa- 
tient’s employer, the income of the family in 
terms of the wages of its various members, lodge 
benefits, health insurance or any other form of 
income; whether the members of the family have 
money in a bank or any other savings; whether 
they own any real estate and how heavily it is 
mortgaged. 


When to Require Advance Payment 


As to expenses, it can always be learned what 
rental and insurance premiums are being paid. 
Less readily ascertainable are the expenditures 
for food, clothing and recreation. With this infor- 
mation and a rough estimate of the patient’s prob- 
able hospital expenses in hand, the admitting offi- 
cer is in a position to guide the patient to select 
accommodations that most nearly comport with 
his financial resources. 

Once the admitting officer has secured the in- 
formation required for the admission record, 
either from the patient himself, if his physical 
condition justifies his being detained for this pur- 
pose, or from some relative or friend, he is in a 
position to refer the patient, or the responsible 
relative, to the credit manager’s office. In smaller 
hospitals this function may be carried on by the 
person acting in the capacity of admitting officer 
—the superintendent or some other office staff 
member. The patient or relative is then further 
informed of the hospital’s rules with reference to 
the payment of accounts and definite arrange- 
ments are made. 

Unless the credit officer is certain that the pa- 
tient being admitted, the person legally responsi- 
ble for the patient’s bill or the person who agrees 
to pay the patient’s bill is able to meet this obli- 
gation, he should ask that payment be made then 
and there for one week in advance and that weekly 
payments be made thereafter in advance, irre- 
spective of whether the patient occupies a private 
or semiprivate room. 

Should the credit manager not receive payment 
then and there, a credit report covering the pa- 
tient, the person legally responsible for the pa- 
tient’s bill or the person who has agreed to pay 
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the bill should be immediately requested from 
the local credit bureau. Should the report be un- 
favorable, the patient or the person who has 
agreed to pay the patient’s bill should be told that 
unless he pays promptly week by week the hospi- 
tal will be obliged to transfer the patient to ward 
service. In both instances the superintendent of 
the hospital, or in his absence the assistant super- 
intendent, should then immediately be given the 
patient’s name, the name of the person responsi- 
ble for the bill, the type of accommodation, the 
probable length of stay, the name of the referring 
doctor and the name of the doctor in charge in 
order that he may take such steps as he may 
deem desirable under the circumstances. 

Should a patient admitted to ward service or 
the person legally responsible for the patient’s 
bill state that he can pay his bill, or should some 
relative or friend agree to pay his bill, the credit 
manager should not be content with the mere 
statement to that effect. The person responsible 
should be asked to pay weekly in advance. If he 
cannot do this but states that he can pay on a 
time basis, the credit manager should have him 
state how he expects to be able to pay and ask his 
permission to get a confirmation by telephone or 
letter of any statement he may make as to when 
and where he expects to get funds with which to 
pay his bill. All such agreements should be placed 
in writing and fastened to the patient’s ledger 
card or kept in a suitable alphabetical file. It may 
also be desirable to get credit reports on selected 
cases. 


Out-of-Town Accounts Need Special Handling 


When an individual other than the patient or 
the person legally responsible for the patient’s bill 
agrees to pay the bill, the credit manager should 
without exception have the agreement confirmed 
in writing, with a specific statement as to when 
and in what amounts the bill will be paid. This 
should apply to private and semiprivate patients 
as well as to ward patients. 

Collection of accounts of patients who reside 
outside of the territory normally served by the 
hospital should be handled in a special manner. 
Frequently hospitals have the unpleasant experi- 
ence of having out-of-town checks protested be- 
cause of insufficient funds. It should be insisted, 
therefore, that the bills of these patients be paid 
weekly in advance with the utmost regularity and 
in any event that the patient shall not leave the 
hospital upon discharge without paying his bill in 
full unless, after conference with the superintend- 
ent, authorization is otherwise given. 

Statements made by such patients to the effect 
that their funds are on deposit in some out-of- 
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town savings bank and that their bills will be paid 
as soon as they reach home, are not to be ac- 
cepted. On the contrary, the credit manager 
should insist that they request their bank or some 
relative to telegraph funds or otherwise transmit 
them promptly. If any weekly payment is not 
received within seventy-two hours after the date 
it is due, the situation should be brought to the 
attention of the superintendent so that he may 
confer with the physician in charge with reference 
to transferring the patient to a ward bed. Excep- 
tions should be made to this procedure, of course, 
in instances where the credit standing of the pa- 
tient is known or can be readily ascertained. 


A Routine to Follow Upon Discharge 


If it is the policy of the hospital to ask for the 
payment of accounts weekly upon presentation of 
bills, then it is important to organize the patients’ 
ledger cards, through a system of tabs or other- 
wise, so that all patients who have been in the 
hospital one week on any given day will have bills 
mailed or presented to them on that day. This job 
should be the responsibility of some one individual 
in the accounting department. If the weekly bill 
of any given patient is not paid within séventy- 
two hours after it is rendered and the report from 
the credit bureau is not altogether favorable, the 
credit manager should get in touch with the indi- 
vidual responsible for the bill. If he is unable to 
pay, steps should immediately be taken to trans- 
fer the patient, after conferring with the patient’s 
physician, to less expensive ward accommodations. 

If payment in full upon discharge is required 
by the hospital, a definite routine should be estab- 
lished in the hospital whereby the floor supervisor 
will notify the main office promptly by telephone 
of the discharge of a patient so that the book- 
keeper will have an opportunity to make out an 
itemized bill in advance cf the patient’s departure. 
This will obviate the necessity of a tiresome wait 
and give the patient a clear idea of his obliga- 
tion. When the patient leaves the hospital a ward 
attendant or preferably a nurse should escort him 
to the cashier’s desk if he still owes something on 
account. Should the patient be unable to pay the 
balance due, he should then be escorted to the 
office of the credit manager to make satisfactory 
arrangements for ultimate payment. The patient, 
or the person responsible for the patient’s bill, 
may give the hospital a note duly witnessed, 
agreeing either to pay the balance due as of a 
given date preferably not later than ninety days 
after discharge or to make weekly or monthly 
payments over a period of time extended prefer- 
ably not more than six months beyond discharge. 

As an aid in the collection of accounts, a few 
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hospitals, mostly in the metropolitan centers, 
have found it desirable in some instances to have 
patients who could not meet their obligations 
promptly borrow funds from a Morris Plan Bank 
or a similar financial institution in order that the 
hospital might have immediate use of the funds. 
In such instances the hospital as a rule signs the 
patient’s note as one of the guarantors and if the 
patient fails to honor the note at maturity the 
hospital reimburses the bank. 

Cooperation on the part of nurses is often help- 
ful in letting the credit manager know of the visit 
of any person who is responsible for a patient’s 
bill. The credit manager may request that in- 
formation in instances where patients are in de- 
fault and the responsible person circumvents the 
central control desk. 

From what has been stated so far, it is appar- 
ent that it should be the policy of the hospital 
to use every legitimate means to have patients 
pay their bills at least weekly upon presentation 
and in full upon discharge. When this fails, some 
definite written understanding should be had with 
the patient, or the person responsible for the pa- 
tient’s bill as to when the account will be paid. 

Once the patient has been discharged—I am 
excluding now, of course, free patients, public 
charges and compensation cases—he should be 
reminded by means of a tickler system three 
days in advance of any written promise he may 
have made at the time of his discharge. This let- 
ter will be filed in the credit manager’s collection 
letter file, alphabetically arranged, and noted for 
attention ten days hence in his tickler file, chron- 
ologically arranged. 


Following-Up Delinquent Accounts 


Should the patient fail to send a remittance on 
or before the expiration of the ten-day period, an- 
other courteous but somewhat more pointed let- 
ter should be sent to him. This letter is filed with 
the first letter and noted in the tickler for atten- 
tion twenty days hence. If no word comes from 
the debtor in answer to this letter, a third com- 
munication, courteous but firm, is mailed, ex- 
pressing regret that the patient’s negligence in 
not replying to previous correspondence will force 
the hospital to place the account in the hands of 
the collection department of the local credit bu- 
reau unless the hospital hears from him within 
ten days. 

Each month the credit manager should list the 
patients who fail to respond to this final appeal and 
submit the list to the credit bureau for collection. 
For later reference by the credit bureau and the 
hospital, each name should bear a distinguishing 
combination of letters and numbers, the letters to 
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indicate the month during which the account was 
sent to the credit bureau. Letter A may indicate 
January; B, February; C, March, and so on. The 
letters sent to the credit bureau in January of 
1933 will, therefore, carry the designation A-3-l, 
A-3-2, and so on, indicating that they represent 
patient’s accounts numbers 1, 2 and 3 sent to the 
credit bureau in January of 1933. As collections 
are reported by monthly statements, the accounts 
collected are credited not only on the patient’s 
ledger cards but also entered on the various 
monthly lists. 

A similar series of designations can be employed 
if the hospital should choose to use a collecting 
agency or a collector, either on commission, a flat 
fee or a salary basis. 


When There Is No Written Agreement 


In the absence of any written agreement with 
the patient, as in instances where patients refuse 
to commit themselves in writing, or in the case 
of out-patients who come for x-ray, diagnostic 
work, laboratory tests, metabolism tests, cardio- 
graphic work, colonic irrigations, physiotherapy 
treatments or similar services and do not pay 
cash, a somewhat different procedure should ob- 
tain. 

In the case of house patients, it will be found 
practicable to adopt the following procedure: 
(1) Submit a completely itemized bill upon the 
discharge of the patient showing any credits and 
the balance due; (2) Mail a statement two weeks 
from the date of the patient’s discharge in the 
event that a remittance in whole or in part is not 
received in the meantime, and (3) Mail a series 
of three letters at intervals of fifteen days in 
the event that nothing is heard from the patient 
or the person legally responsible for the payment 
of the bill. 

In the event that the balance due is something 
less than $25, only two follow-up letters need be 
sent and the wording of the letters will of neces- 
sity have to be somewhat different. 

Should the patient die while in the hospital, the 
hospital’s itemized bill is not sent to the patient’s 
estate or responsible relative until fifteen days 
after the date of the patient’s death. A statement 
is then mailed, after which it may be necessary 
to wait for the settlement of the account until 
the estate is liquidated. To patients who agree 
to pay on the installment plan but who for some 
reason fail to make their payments promptly, ap- 
propriate special letters may be mailed from time 
to time. All accounts unpaid at the end of three 
months, except accounts of compensation cases 
and of deceased individuals, should be placed in 
the hands of a collector or collecting agency un- 
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less otherwise indicated by the superintendent of 
the hospital. 

Much the same procedure may be followed in 
the collection of unpaid accounts of out-patients, 
except that it may be desirable to bill these pa- 
tients at the end of each month for the treat- 
ments given during the month and then send them 
a statement during the second half of the month 
following that in which they received treatment. 

Accounts of compensation cases and public 
liability cases call for special treatment. Where 
compensation cases are involved, itemized bills 
should be mailed upon the patient’s discharge 
either to the patient’s employer or the employer’s 
insurance carrier, preferably the latter. If x-ray 
work was done, the main office should obtain a 
copy of the x-ray report from the x-ray depart- 
ment to inclose with the bill if the report has not 
already been mailed. One month from the date 
of the patient’s discharge a statement should be 
mailed either to the employer or to the employer’s 
insurance carrier. If at the end of two months 
the patient’s account still remains unpaid, it 
should be brought to the attention of the credit 
manager for a special letter. Further follow-up 
should be determined by the patient’s answer or 
his failure to answer this communication. 

With reference to public liability cases, since 
the hospital has rendered service to the patient 
who has met with an accident, the hospital has a 
right to look to the patient for the payment of his 
bill. The patient can then recover the cost of his 
hospital bill from the individual who caused the 
accident or the individual’s insurance carrier. The 
patient has no moral right to compel the hospital 
to wait for the payment of its bill pending the ad- 
justment of the case by legal action or otherwise. 
The hospital should, therefore, ask the public lia- 
bility patient to pay his bill weekly just as gen- 
eral patients are requested to pay their bills every 
week. 


How to Collect Emergency Room Accounts 


In the event, however, that all or part of the 
public liability patient’s bill is not paid upon his 
discharge, an itemized bill should be handed to 
the patient when he leaves the hospital or mailed 
to his attorney. Should payment not be immedi- 
ately forthcoming, a statement should be mailed 
two weeks from the date of the patient’s dis- 
charge either to the patient or to the patient’s 
attorney. If the bill remains unpaid a month from 
the patient’s discharge, the account should be 
brought to the attention of the credit manager in 
order that he may write a special letter to the 
patient or to the patient’s attorney calling atten- 
tion to the account and inquiring as to when it 
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will probably be paid. Further follow-up will be 
determined by the answer or the failure to answer 
this letter. 

It goes without saying that in public liability 
cases every effort should be made by all céncerned 
to get correct information as soon as possible as 
to the name and address of the individual or the 
company responsible for the accident and the 
name of the responsible party’s insurance com- 
pany. 

Hospitals will find it desirable to handle col- 
lection of emergency room accounts in a man- 
ner somewhat different from that used for house 
accounts. For services rendered in the emergency 
room the supervisor in charge, or her substitute, 
should make out an itemized bill and either col- 
ject the account or, if feasible, escort the patient 
to the main office for the purpose of paying the 
bill or making arrangements for its payment. Ex- 
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ceptions to this procedure are, of course, all in- 
stances where charges are entered against a doc- 
tor instead of against a patient, compensation 
patients and patients who receive free service be- 
cause they are known to be persons receiving aid 
from public welfare departments or other char- 
itable agencies. 

On all charges under $2, for which spot cash is 
not received at the time of treatment, the main 
office of the hospital should send out statements 
five days after the service has been rendered. If 
these accounts are not paid, experience has in- 
dicated that further effort to collect them is un- 
profitable. On all charges of $2 or more which 
are not paid within two weeks from the date the 
service is rendered, the main office of the hospital 
should send out a statement, and if the account 
is not paid at the end of two months it should be 
placed in the hands of a collector or an agency. 





Telephone Calls Need Careful 
Supervision 


It is difficult for the administrator of an institution justly 
to draw a line that separates the personal and the profes- 
sional services to members of the hospital’s personnel for 
which a charge should be made from those which are so 
intimately intertwined with service to patients that the 
hospital should bear the expense for them. 

Particular reference is made here to the use of the tele- 
phone for noninstitutional purposes. This is a problem 
that has greatly perturbed division heads. The superin- 
tendent of nurses, for example, finds it difficult to prevent 
her charges from using the institutional telephone for long 
distance calls and from monopolizing a telephone for too 
long a period, even though a charge is made for it. In 
many hospitals no out-going call is permitted unless the 
official hospital operator supervises it. In cities where the 
dial system is in effect, the institutional operator is given 
a number and she in turn calls the person desired. In this 
manner, the indiscriminate use of the telephone is some- 
what controlled. 

In many hospitals members of the personnel are charged 
for every personal call they make. Here the difficulty arises 
of differentiating between purely personal calls and those 
related to institutional business. For example, the report 
from a private duty nurse to the visiting surgeon which 
is made one or more times a day is a practice that in the 
course of a year costs the hospital a considerable sum of 
money. And yet, it would be difficult for the administrator 
‘o charge either the patient or the surgeon for this call 
although probably either scheme would be basically just. 
The patient surely benefits by the nurse calling concerning 
his case and the surgeon is better able to please his clientele 
hecause he has possession of these facts. The hospital 
guarantees service to both the patient and the doctor and 
this is perhaps a legitimate expense against the hospital’s 
maintenance. Surely long distance telephone calls of a per- 


“onal nature should not be charged against the institution’s 
iccount. 








The hospital must not appear picayune in this matter, 
however, and yet it can and should charge for personal calls 
emanating from private rooms and perhaps for a certain 
number of personal calls made by doctors, nurses and 
others. A general plan of supervision of outgoing calls 
should be worked out. Whenever the traffic load becomes 
too heavy, it can be curbed by placing a cost charge against 
the person using the telephone. 





Hospital Becomes News Bureau 


for a Day 


When Capt. James A. Mollison and his wife, Amy John- 
son Mollison, were removed to Bridgeport Hospital, Bridge- 
port, Conn., following their Atlantic flight and their subse- 
quent uphappy landing, that institution became for a day 
the most important news gathering center in the entire 
United States. 

Besides succoring the injured flyers and performing its 
usual duties to other patients, Bridgeport Hospital, whose 
superintendent is Oliver H. Bartine, served as a clearing 
house for much of the special correspondence of newspaper 
men by means of a specially set up wire room. It arranged 
for a shopping-by-proxy expedition for Mrs. Mollison. It 
fed scores of hungry reporters and photographers and it 
established its own diplomatic service to handle the great 
and the near great who sought audiences with the two 
famous fliers. 

All day a steady stream of messengers and others attend- 
ing the work of a hundred or more newspapermen, photog- 
raphers and broadcasting experts passed in and out of the 
building. All day the hospital dining rooms were open to 
press representatives who were amply fed. Private offices 
were turned over to reporters, along with telephones and 
typewriters. Doctors assisted radio men in placing their 
cables along the corridors and even supplied adhesive tape 
to hold the wires against the walls. Press representatives 
were loud in their praise of the kindnesses showered upon 
them by the hospital officials. 
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A new note in hospital furnishings has been 
introduced in the private rooms of the Hospital 
for Joint Diseases, New York City. Above is a 
typical private room. The colonial influence as 
exemplified by the rag rug and the pine loung- 
ing chair is modified by the modern patterns 
selected for the screen material, the hangings 
and the bedspread. At the left and below are 
two views of the “modern room,” where the 
modern accent is stressed. The hangings are 
printed linen in stripes and plaids—orange, 
yellow and brown. 


A large circular 
mirror and metal 
furniture with 
black tops and 
white trimmings 
are found in the 
“modern room.” 
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Way Into the Hospital 


HE white walled hospital room of yesterday 

with its white enameled bed has become a 

colorful, homelike spot where skillfully 
blended soft shades and gay chintzes form a back- 
ground for clever reproductions of antique furni- 
ture. 

The question now presents itself, “Where will 
the next step lead us?” It is possible that a satis- 
factory answer may be found in the results 
achieved during recent months at the Hospital 
for Joint Diseases, New York City, where many 
interesting innovations have been introduced in 
the renovation and refurnishing of twenty-four 
single private rooms. 

It is not surprising to discover that the modern 
note in interior furnishings has at last found its 
way into the hospital. Especially popular among 
the private accommodations in the Hospital for 
Joint Diseases is a room in which this modern 
accent is stressed. This room was conceived by 
Eugene Schoen, decorator, who designed the Em- 
pire Building at A Century of Progress. 

Walls are painted a soft shade of apricot with 
the exception of the space at the end next to the 
window. This space, which the patient faces, is 
dark in tone, almost a slate black, in order to 
reduce the glare of light from the window. Furni- 
ture is metal and distinctly modernistic in design, 
painted in a café au lait shade with black tops and 
white trimmings. The tops, of composition mate- 
rial, are thoroughly durable under hard use. 
Printed linen draperies, chair coverings, bed- 
spread and screen material are processed so that 
they can be laundered as often as necessary with- 
out shrinking. Bedspreads and hangings are 
woven in stripes and plaids in tones of orange, 
yellow and brown. 


A Two-Purpose Chest 


Floor treatment is of especial interest. Fairly 
dark small rugs have been designed so that they 
may be placed together to give the appearance 
of one large floor covering. The fact that each 
rug unit is smali makes its removal for cleaning 
or for other purposes extremely simple. 

The most conspicuous piece of furniture is a 
‘arge chest comprising two sections. One is fairly 
high and provides an ice compartment, the other 
is low and consists of two drawers which may be 
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The Modern Note Finds Its 





used for blanket storage and for 
the patient’s clothing. Above the 
lower portion of the chest is a 
good sized circular mirror so 
placed that the patient cannot 
view himself from the bed. Othe: 
features that deserve more than 
passing notice are the indirect 
lighting and a concealed towel rack behind the bed- 
side stand. The bedside lamp shade may be turned 
so as to provide either ample light for reading and 
examination purposes or a soft light free from 
glare. Venetian blinds add a general softening 
effect. 

Not only in the so-called “modern room,” but in 
other private rooms where the modern note is less 
pronounced, color and interest have been added 
by the use of original paintings instead of the 
usual reproductions. Nor was this an extravagant 
procedure, since the paintings are the work of 
unemployed artists who were glad to sell some of 
their less important pieces at a low price. 


Wood Furniture Used in Private Rooms 


When it was determined to refurnish the hos- 
pital’s private floors, an investigation was made 
of the latest developments along this line. It was 
the conviction of Dr. J. J. Golub, superintendent, 
and his associates that better results could be 
achieved and some saving effected by placing the 
matter in the hands of a professional decorator. 
The modern room was frankly in the nature of an 
experiment. There was some question, for exam- 
ple, as to the practicability of metal furniture, 
and there was to be considered, too, the attitude of 
the average patient toward such ultra-decoration. 

It was finally decided, therefore, to treat the 
other rooms in accordance with accepted prin- 
ciples of modern hospital decoration, substituting 
wood furniture for metal and introducing designs 
bordering more upon the colonial. The fact re- 
mains, however, that the modern room, perhaps 
because of its novelty, has received much atten- 
tion. It has proved popular with patients. 

The sum of $6,000 was appropriated for refur- 
nishing as many rooms as possible. After all quo- 
tations were in, it was found that for this amount 
the hospital could refurnish twenty-four rooms 
and two waiting rooms for visitors, not including 
electric wiring and painting, which were done by 
the regular staff of electricians and painters. 

Each room contains a bed, dresser, night table, 
mirror, arm chair with adjustable back and re- 
movable cushion, ottoman, side chair, drapes over 
the windows, screen, rugs, bed tray, bed lamp, 
luminator, Venetian blinds, waste basket and 
paintings.—R. P. S. 
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Someone Has Asked— 


Should Interns Accept Monetary 
Gifts? 

Almost the first temptation to con- 
front a recent graduate in medicine 
presents itself when he is assigned to 
the hospital receiving ward. Here he 
first comes in contact with rey resenta- 
tives of a more or less generous public 
who frequently offer to recompense 
him for services rendered in the acci- 
dent ward. The temptation for the 
impecunious young doctor to accept 
such gifts is a severe one. 

The intern should be flatly instructed 
not to accept money of any amount 
under any pretense. Many institutions 
place in the receiving ward a social 
service or credit worker who is respon- 
sible for the performance of clinical 
work and who in turn directs the re- 
cipient of service as to what should be 
done when he offers to pay. 

If interns are permitted to accept 
money, damage is done to their moral 
fiber which is probably much out of 
proportion to the benefits they enjoy 
from the funds collected. The hospital 
should enforce a strict rule forbidding 
the acceptance of gratuities in every 
department. The offender, having been 
warned, should be asked to resign if 
he persists in lowering his status to 
that of a servant who accepts tips. 


Should the Hospital Dispense 
Glasses ? 


The answer to the foregoing ques- 
tion depends largely upon local com- 
mercial trends, the location of the hos- 
pital and the size of the institution’s 
clientele. In hospitals that treat only 
diseases of the eye the dispensing of 
glasses approaches a necessity. Such 
an institution is apt to have a suffi- 
ciently large clientele to justify obtain- 
ing the services of a paid refractionist 
and also of an optician capable of 
grinding and mounting lenses. Some 
of the most eminent institutions in the 
country are able to compete success- 
fully with local opticians in the price 
of glasses, at the same time realizing 
a profit for the hospital. Moreover the 
services of a refractionist and an opti- 
cian guarantee individual attention 
which is not always possible otherwise. 

In small general hospitals where the 
ophthalmology out-patient department 
is not patronized by a sufficient num- 


ber of persons to justify the expendi- 
ture of much money, an arrangement 
with the local optician is probably the 
best plan. Members of the visiting 
staff under such circumstances can 
perform the necessary refractions. 
The purchase of glasses and their 
proper fitting can be satisfactorily ar- 
ranged if competition is encouraged. 

Unless an unfriendly attitude 
toward the hospital would be gener- 
ated by its thus entering into competi- 
tion with local business houses and if 
the institution’s clientele is of suffi- 
cient size, there is no reason why an 
institution should not arrange to 
mount or even grind its own lenses. In 
most instances, however, it is more 
practical to purchase lenses at whole- 
sale rates and only to mount them at 
the hospital. 


How Can Theft by Help Living 
in the Institution Be Prevented? 


The superintendent who contends 
that no petty thieving takes place in 
his hospital deludes himself and his 
board or else he is totally without in- 
formation concerning the detailed 
functioning of the institution. Petty 
thieving has always existed to a cer- 
tain extent in all hospital departments. 
Some persons believe that to steal com- 
munity property does not carry with 
it the legal and moral stigma that ac- 
companies other types of theft. 

Instruments disappear from the dis- 
pensary, linen disappears from the 
laundry and minor apparatus, gauze, 
bandages and adhesive plaster disap- 
pear from the wards. A peculiar hesi- 
tancy to believe that thievery exists 
and mistaken charity in adjudging the 
reasons for such losses are character- 
istic of hospital administrators. 

Inspection of packages, use of in- 
spection stickers and issuance of par- 
cel passes have been found effective in 
checking thievery when there are only 
a few exits from the institution 
proper. Marking of all instruments 
and apparatus with the name of the 
hospital discourages theft. Daily in- 
ventories of instruments issued in the 
operating room and of equipment in 
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the dispensary are useful. "A direct 
exchange linen system permits a 
rather accurate daily check. 

It is unfair to hold nurses strictly 
responsible for property unless locked 
closets are provided. Creation of the 
proper respect for honesty and mainte- 
nance of a high morale among the 
institution’s personnel indirectly re- 
duces loss. Proper purchasing, issu- 
ance and inventory methods discourage 
in a large measure the dishonest ap- 
propriation of institutional property. 
Prompt and drastic punishment of per- 
sons found guilty of petty larceny sets 
a healthy example. 

The executive who lulls himself into 
a state of false security as to the safety 
of materials entrusted to him will be 
rudely awakened sooner or later to the 
fact that he has been criminally negli- 
gent with property that does not be- 
long to him. 


Should Standing Orders for 
Alcohol and Morphine Be 
Permitted ? 


It is a notorious fact that alcohol 
and narcotics are carelessly and 
loosely handled in most hospitals. 
Even though monthly reports covering 
the receipt and dispensing of alcohol 
are required, these records are usually 
far from accurate. 

In most instances two types of order 
sheets are found on clinical charts— 
one for standing orders and the other 
for orders not operative over a period 
longer than twenty-four hours. It is 
usually the rule that orders for alcohol 
and morphine shall be placed upon the 
emergency sheet and that the intern 
shall rewrite these orders daily if this 
type of medication is to be again ad- 
ministered. There is really no other 
way to compute the amount of alcohol 
consumed. But of greater importance 
is the safeguarding of the patient in- 
herent in the requirement that these 
orders be rewritten every day. 

The withdrawal of whisky and mor- 
phine from the drug store should re- 
quire the approval of the medical head 
of the hospital. Special report and 
prescription forms in duplicate should 
be used. Rewriting morphine and alco- 
hol orders daily is likely to serve as 
a deterrent to prescribing these drugs 
unless they are absolutely necessary. 
The use of standing orders is likely to 
have the opposite effect. 


If you have any questions to ask, the editor will 
be glad to discuss these im a forthcoming issue 
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Why Waken Patients So Early 
in the Morning? 


By MILDRED CONSTANTINE, R.N. 


Superintendent, Quincy City Hospital, Quincy, Mass. 


as a nurse, a criticism I heard often was that 

nurses were overworked and that hospitals 
were inhuman because patients were wakened so 
early in the morning by the nurses. 

After I entered the hospital I was asked re- 
peatedly why hospitals waken patients so early. 
To me the reasonable answer seemed to be, “In or- 
der that the patients may be ready for breakfast 
and the routine of the day.” 

Some years after graduation, when I was super- 
intendent of nurses in a large hospital, that ques- 
tion was still being asked. We started to open our 
wards at 4:30 and 5 a.m. because many of our pa- 
tients were helpless and needed assistance. 

Finally, in November, 1929, I read in the Lancet 
that the Middlesex Hospital, London, had arranged 
its time schedule for nurses to permit its patients 
to sleep until seven o’clock in the morning. Accord- 
ing to their new system, the day nurses reported at 
six o’clock instead of seven. This did not seem logi- 
cal to me. 

In a later issue of the same magazine, the secre- 
tary of the London Fever Hos- 
pital, H. J. Say, wrote briefly, 
“By a slight adjustment the 
hours of duty of the nursing 
staff are lessened, and all pa- 
tients are allowed to sleep until 
7 a.m.” Encouraged by these 
two reports, I began a study 
of the situation in my own hos- 
pital and finally decided to try 
some experiments. 

By changing the work as- 
signments in some of the 
wards it seemed possible to al- 
low the patients to sleep later 
and still have the nurses come 
on duty at the usual hour. At this time I was deal- 
ing with chronically ill patients only. As most of 
these needed help in their morning toilet, I decided 
‘o start in the tuberculosis pavilion where half of 
the patients were ambulatory and able to go to the 
washroom and then to the dining room. At first, 


F OR years before I entered a hospital to train 


Many patients feel that hosp- 


tals are unjust in waking them 
before 7 a.m. Quincy City 
Hospital has adopted a system 


that lets patients sleep longer 
and nurses come on duty at 


the usual hour 


the bed patients complained. They said that as 
they were awake anyway, the washing provided a 
welcome diversion while they were waiting for 
breakfast. However, as this habit was gradually 
overcome and the nurses found the new schedule 
did not delay their morning work, we extended the 
system to include the other 600 patients, with the 
exception of a few custodial ones who preferred to 
be dressed and in their wheel chairs before break- 
fast. Some of the medical and surgical patients 
complained that the effort of washing immediately 
before meals tired them so that they were unable 
to enjoy breakfast and to eat as much as they would 
like. Other patients said that they preferred the 
old system since they were asleep by nine o’clock 
and woke early anyway. 

Under the revised schedule which distributed the 
work of the night staff more evenly, we found it 
possible to eliminate one night employee. As some 
of our wards had two or three nurses or orderlies 
on duty, it was possible, when the peak of the work 
had been flattened, to send help from one ward 
or another for the distribution of bedpans and the 
straightening up of the wards 
before the night nurses re- 
ported off duty. 

The only disadvantage of 
the new system from an ad- 
ministrative standpoint was 
that the work of the day 
nurses was slightly increased 
and in a hospital where medi- 
cal rounds are started at 9 a.m. 
1 felt that it might be difficult 
to complete the morning work 
before ward rounds. 

This system worked well 
with chronically ill patients, 
but I realized that most people 
would say that the system would never work in a 
general hospital. It is, therefore, with keen satis- 
faction that I have watched it go into effect in a 
general hospital of 299 beds. 

When I first came to Quincy City Hospital, even 
the private patients were wakened by the night 
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nurses to be washed and cared for before seven. 
One morning I asked the day nurse in charge of a 
private floor to confer with all her nurses and try 
to arrange the work so as to allow her patients to 
sleep later. After a twenty-four-hour trial the 
nurses throughout the hospital requested permis- 
sion to install the same system. This went into 
effect immediately throughout the hospital. Now 
all patients sleep until seven o’clock or later. I have 
heard only favorable comments from nurses, doc- 
tors and patients. After a few days’ trial I found 
that the nurses were washing those ward patients 
who were awake, but when it was called to their 
attention that any noise in the ward tended to wake 
other patients, they stopped all activities in the 
ward except necessary treatments. Since then a 
visitor who went through the hospital one morning 
assured me she could hear a pin drop anywhere 
any time up to seven o’clock. 

In the hospital for chronic diseases the day 
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nurses found they were about ten to fifteen minutes 
later in finishing their beds and baths. However, 
other duties were done by the night nurses so that 
they felt the new system possibly delayed them a 
total of ten minutes. In the general hospital the 
same seems to hold true. Formerly one bath was 
sometimes given before breakfast; now all baths 
come later. 

The night nurses collect empty drug bottles and 
list the drugs for the pharmacy. They sterilize 
the instruments and put out fresh supplies on the 
dressing carriages and treatment trays ready for 
the morning’s work. The day nurses, therefore, 
are relieved of these duties. 

At the present time my feeling is that every hos- 
pital should, in justice to its patients, allow them 
to sleep until seven o’clock or later, and that this 
system can readily be established if the hospital’s 
nurses are cooperative and the proper spirit exists 
between the night and day forces in the institution. 





Vocational Education for 


T. B. Patients 


An analysis of the educational background of 5,176 pa- 
tients in thirty-two sanatoriums in fourteen states com- 
pleted recently by the National Tuberculosis Association, 
reveals that 60 per cent of the group have gone no further 
than the eighth grade, according to Beulah Weldon Burhoe 
writing in the Survey. Only 6 per cent have had any col- 
lege training and less than 1 per cent are college graduates. 
Four per cent have had no schooling further than the third 
grade. In the light of these figures, more than half of all 
these patients have not one but two major handicaps—the 
educational as well as the physical. 

Sanatoriums have been primarily concerned with the 
physical handicap, accepting the educational handicap as 
something to be dealt with elsewhere after the patient has 
left the institution. An increasing number of superintend- 
ents are now coming to believe, however, that the attempt 
to reduce this educational handicap is a part of the job of 
the sanatorium. 

The old saying that the person who has had tuberculosis 
should return to his old occupation has little meaning since 
the percentage of persons unable to return to their former 
occupations varied in the studies from 25 to 50 per cent. 

Removal or reduction of the educational handicap of 
tuberculous patients involves vocational analysis and guid- 
ance as well as adult education. It requires intimate knowl- 
edge of the patient’s family background and familiarity 
with job opportunities in his community. Since no one per- 
son can be expert in all these fields, the proper guidance of 
the patient can be best evolved by conference. 

“In several communities, notably Minneapolis, such a 
procedure is being worked out satisfactorily, writes Miss 
Burhoe. “When the patient has passed through a period of 
observation and has received a favorable prognosis his case 
comes up for consideration by a committee composed of the 
physician, the nurse, the social worker, the occupational 
therapist, the director of adult education from the public 
schools and the rehabilitation worker from the state bureau 
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of vocational rehabilitation. A program is worked out for 
the patient and he begins his course of study, of course 
always under medical supervision. Even when the plan 
made by the committee has to be subsequently modified or 
completely changed the workers testify to the therapeutic 
value of having the patient realize that plans for his future 
are being put into operation.” 





A Bit of Hospital History 
Twenty years ago this month: 


The hospital world was celebrating the opening of the 
new Cincinnati General Hospital, designed by Samuel Han- 
naford and Sons, which was fully described in the January, 
1914, issue of The MODERN HOSPITAL. 

Dr. S. S. Goldwater, superintendent of Mount Sinai Hos- 
pital, New York, declared that general hospitals should 
provide accommodations for paying patients not only as a 
means of helping to pay for the hospital’s charity work but 
also to improve the quality of service, to conserve the time 
of physicians, and to round out the training of nurses. 

The James Buchanan Brady Urological Institute at 
Johns Hopkins was under construction. 

Hospital social service, the eight-year old child in the 
medical field, was held to be necessary by Elizabeth Rich- 
ards of Boston Dispensary because of “the passing of the 
family physician.” 

The new Iowa law under which counties could build hos- 
pitals for the care of all the people of the county was used 
for the first time by Jefferson County. It was hailed as 
“the first step toward the solution of the health problem in 
rural Iowa.” 

A debate was raging between the advocates of white oper- 
ating rooms and those who proposed to color operating 
rooms green, grey or black. 

“The principle of taking more money from a pay patient 
than the service to him actually costs, and applying it 
toward the expense of a charity patient,” declared an edi- 
torial, “is fundamentally wrong.” 














at tft @Gaitnn_a#@ ah abe 


P™ "HD so Rw ew 








oo sr Oor 








January, 1934 


Group 


The Quality of Care Rendered by 
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Clinics 


By EMMET B. BAY, MLD. 


Associate Clinical Professor of Medicine, University of Chicago 


that exists in many teaching institutions, de- 

scribed here in the form used at the Univer- 
sity of Chicago Clinics, presents certain obvious 
difficulties from the point of view of the traditional 
practice of medicine, namely, the type of medical 
care upon which the reputation of the individual 
physician rests. 

The individual physician’s reputation and the 
size of his practice may be usually assumed to be 
roughly proportionate to the quality of care that 
he renders. There are of course exceptions to this 
in both directions. In group practice, however, 
with its elements of newness, and especially in an 
institution with the prestige of an established uni- 
versity behind it, the number of patients that seek 
admission cannot, alone, be regarded as an index 
of the quality of work done by the group. 

The whole question of the trend of medical prac- 
tice, that is, whether organized groups are going 
to increase in number throughout the country, is 
one reason for studying the quality of care ren- 
dered under such a plan. An excellent physical 
plant and a satisfactory paper plan of operation 
are not in themselves assurance that the institution 
will function satisfactorily. It is important that 
the actual work be studied. 


[ts organization of the practice of medicine 


An Objective Study of Impressions 


It is not practicable to follow a large number of 
patients personally through a clinic and into their 
homes and places of work. The next best method 
seems to be a careful study of unselected records, 
keeping the survey as objective as possible. This 
study of records at the University of Chicago 
Clinics was amplified, when doubt existed, by a 
statement regarding the specific case, obtained 
from either the patients or the physicians. 

This might well be termed an objective study of 
impressions, for in the case of the records the in- 
terpretation of the examiner is presented while in 
‘he other portions individual opinions and impres- 
sions are asked for. It should be stressed at this 
point that this failure to maintain complete scien- 
\ifie objectivity is inherent in the problem. The 





factual side of medical care can be studied on a 
mathematical basis, but, alone and uninterpreted, 
this may be misleading. For example, the percent- 
age of patients who fail to return for scheduled 
appointments is not an accurate gauge of the qual- 
ity of medical care, although it may be an index to 
certain aspects. 

Recorded material cannot be relied on com- 
pletely, because sins of omission are made fre- 
quently in the matter of records. It is quite possible 
fora patient whose main difficulty is a compara- 
tively minor functional one to have been reassured 
and adequately treated without any notations to 
this effect being made on the record. 


The Technique Employed in the Study 


In the course of this study 447 records were 
examined. They included 100 records of patients 
who had been hospitalized, 108 records of patients 
who began in the general medical clinic, 42 who 
began in the general surgical clinic, 49 who began 
in the gastro-intestinal clinic, 48 whose first con- 
tact was in the ear, nose and throat clinic and 50 
records each of skin and syphilis cases from the 
dermatology clinic. In the study of the hospital 
cases, the clinic service rendered, as well as the 
patient’s period of hospitalization, was taken into 
consideration. 

This distribution of cases was arrived at as rep- 
resenting a fair cross section of the clinics, includ- 
ing as they do general medicine and surgery and at 
least one important clinic devoted to a specialty in 
each of these. Dermatology was included because 
it represents a specialty that necessitates care for 
chronic illness in which therapy is more or less 
standardized, and because two distinct types of 
patients were cared for in the same clinic. All of 
the records were studied by me, except those from 
the two divisions of dermatology, which were 
studied by a more qualified person, Dr. Clyde D. 
Frost, formerly medical associate for the Julius 
Rosenwald Fund. 

The technique employed was as follows: A series 
of records, unselected except chronologically, were 
studied, taken in the order of their admission to 
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various clinics devoted to the specialties. A sched- 
ule sheet was filled in for each of the 447 records 
studied. Two methods were utilized in filling in the 
schedules. First, such items as the number of 
visits, the kind of refers, whether or not there was 
a hospital stay, the amount of special work done, 
the diagnosis and the status of the patients, were 
set down directly from the records. Second, a deci- 





TABLE I—QUALITY OF DIAGNOSIS 





Accu- Incom- 
rate plete 
Complete but and 
and Incom-Inac- Doubt- 








Clinic Total Accurate plete curate ful 
Dermatology 50 41 6 3 
Dermatology (Syphilis) 50 47 2 1 
Ear, Nose, and Throat 48 30 13 1 4 
Gastro-Intestinal 49 35 12 1 1 
General Medicine 108 70 29 9 
Hospital 100 78 16 4 2 
Surgery 42 24 8 2 8 

Total 447 325 86 18 18 








sion based upon the investigator’s study of the 
records was noted for each of the other items, that 
is, the number of needless visits, the quality of the 
history and of the physical examination, the value 
of special work, the amount, completeness and ac- 
curacy of the diagnosis and the amount and suit- 
ability of therapy. 

The following facts were considered sufficiently 
significant to warrant tabulation and correlation: 
(1) the total number of visits to the clinics; (2) 
the number of clinics to which patients were re- 
ferred; (3) the present status of the patient; (4) 
the quality of diagnosis; (5) the amount and suit- 
ability of therapy; (6) the number of clinic visits 
and the patients’ present status; (7) the quality of 
diagnosis and the patients’ present status; (8) the 
quality of diagnosis versus the quality of therapy; 
(9) the medical school’s satisfaction; (10) the 
quality of therapy and the medical school’s satis- 
faction; (11) the number of refers and the medical 
school’s satisfaction. 

As a part of its recent reorganization program, 
the University of Chicago has incorporated within 
its new division of biological sciences all depart- 
ments concerned with medicine. In this article, 
however, the term medical school is used in refer- 
ring to these departments. 

Tables were prepared from the following four 
items on the 447 schedule sheets that were studied: 


(1) number of visits to......... ee : 
(2) number of visits to all clinics........ ; (8) 
number of clinics to which referred........ , and 


(4) estimate of number of needless visits, if any 
anu The tables show the following facts: 
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1. Less than 15 per cent of the 447 clinic and 
hospital patients whose records were studied paid 
only one visit to the clinics. This percentage is 
low compared with other clinics, where studies 
show that often from 40 to 50 per cent or more of 
the patients who sought care at these clinics failed 
to return after the first visit. 

Nearly 60 per cent of the university clinics’ pa- 
tients whose records were studied paid more than 
three visits. Even if the fifty syphilis patients in 
the dermatology clinic are omitted, 70 per cent of 
whom made over twenty visits, the percentage of 
those who made more than three visits remains 
above 50. 

2. Over 55 per cent of the patients were referred 
to other divisions of the clinics by the one to which 
they were admitted. One hundred and thirty-four 
patients, or about 30 per cent of the total, were 
referred to one clinic, the largest number of refers 
being from the general medical clinic and the hos- 
pital. Forty patienis out of the 447 were sent to 
more than two clinics, over 70 per cent of these 
being from either the general medical clinic or the 
hospital. 

3. The number of patients who failed to return 
has often been considered as an index of effective- 
ness in clinic service. For the purpose of this study 
patients were regarded as “failed to return” when 
there had been a lapse of a few weeks cr months 
in their visits, with one or two appointments sched- 
uled but not kept. Nearly 20 per cent of the pa- 
tients were still active; 40 per cent had been dis- 
charged; 34.4 per cent failed to return; about 3 
per cent had died, and the status of a little over 
2 per cent was doubtful. It is remarkable that no 
greater number of “doubtful” cases is shown. This 
speaks well for the administration of the clinics. 


“Failed to Return” Figure Was Low 


The 34.4 per cent figure for patients who failed 
to return seemed high to me at first, but it was 
pointed out that this figure was considerably 
lower than that shown in studies of ouf-patient 
and clinic appointments made elsewhere. The re- 
ports of four studies made in three different clin- 
ics in New York City within the last twelve years 
show appreciably higher percentages—36 per 
cent, 40 per cent, 41 per cent and 41 per cent. 
These studies were made in clinics where a high 
grade of service was being rendered. The per- 
centage of “failed to return” cases in the average 
clinic would be much higher. 

4. A correlation was made between the patients’ 
status and the number of clinic visits. Thirty-three 
patients, over half of the sixty-three who made one 
visit, failed to return, although they had been 
given return appointments. Of the sixty-one pa- 
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tients who made two visits, 51 per cent were dis- 
charged and 39 per cent failed to return. Of the 
forty-two patients who made three visits, 52 per 
cent were discharged and 38 per cent failed to 
return. The other patients in the three groups 
were classified as “‘active,” “died” or “doubtful.” 

It may be that in some cases the necessity for 
the preliminary examination was not sufficiently 
explained to patients during the initial visit so that 
they did not fully appreciate the value of a return 
visit. 

Tables Present Deductions From Records 


A correlation was made between the quality of 
the diagnosis and the patients’ present status to 
determine if possible whether the correctness of 
the diagnosis had any bearing on the patients’ 
failure to cooperate. No meaningful relationship 
was discovered. Patients are not usually in a po- 
sition to judge intelligently the soundness of med- 
ical work. The patients’ feelings and impressions 
about the quality of the work done is another mat- 
ter, however, and may well be an important point 
for discussion. Clinics similar in type to the Uni- 
versity of Chicago Clinics should determine 
whether enough is being done to inform patients 
of the clinic routine so that they will return. 

The discussion thus far has been on data taken 
from the records. The next few paragraphs will 
take up deductions made after the individual rec- 
ords had been studied. 

Tables I and II present these deductions. Table 
I, which is concerned with the quality of diagnosis, 
has four divisions. “Complete and Accurate” indi- 
cates that from data available in the record the 
conclusion reached about the patient was sound 
and covered the patient taken as a whole. “Accu- 
rate but Incomplete” signifies that the conclusion 
was sound enough but that for one reason or an- 
other it did not cover the entire situation. In 
general, the reasons for this incompleteness of 
diagnosis were (1) either the patient failed to re- 
turn to the same or to another clinic to which he 
was referred or (2) some item in his history was 
overlooked. The former represented by far the 
larger group. 

“Incomplete and Inaccurate” denotes in every 
instance some reason in the history or physical ex- 
amination to make the examiner doubt the validity 
of the diagnosis. “Doubtful” speaks for itself. Of 
the 447 cases, 325, or nearly 73 per cent, had com- 
plete and accurate diagnoses. Eighteen cases were 
doubtful; and 104 cases, or about 23 per cent, were 
either incomplete or inaccurate or both. 

Table II is a tabulation of my opinion of the 
amount and suitability of therapy given patients. 
The column labeled “Good and Adequate” speaks 
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for itself. “Good but Inadequate” generally signi- 
fies that a sound program was outlined for the 
patient but that he failed to follow it. In a few 
instances it parallels the column “Accurate but 
Incomplete” in Table I, where the diagnosis was 
thought to be correct as far as it went but material 
in the record justified additional diagnoses and 
therapy. 

More than 57 per cent of the cases showed good 
and adequate therapy. Thirty-four cases, less than 
10 per cent of the total, were doubtful. In nine 
cases no therapy was attempted, probably because 
these were diagnostic cases. For the other 149 
cases, or about a third of the total, the therapy was 
either “Good but Inadequate” or “Inadequate.” 
“Tnadequate” denotes a lack of completeness of 
treatment, usually with no effort recorded. A large 
number of these patients were suffering from 
minor functional disorders with no record of any 
treatment thereof. A few had organic diseases, 
correctly diagnosed but, in my opinion, inade- 
quately treated. 

The report on which this article is based devoted 
a chapter to the discussion of a number of cases 
taken from the records which illustrate medical or 
social errors in the diagnosis and treatment of 
patients. It was found that the supervision of the 
younger men by the senior members of the staff 
was not uniformly as complete as desirable, and 


TABLE II—AMOUNT AND SUITABILITY OF THERAPY 
Good Good 
and but None 


Ade- Inade- Inade- At- Doubt- 
Total quate quate quate tempted ful 





Clinic 


Dermatology 50 29 4 11 6 
Dermatology 

(Syphilis) 50 41 4 
Ear, Nose, and 

Throat 48 21 14 
Gastro-Intestinal 49 22 16 
General Medicine 108 51 15 
Hospital! 100 702. 19 
Surgery 42 21 8 


Total 447 255 +80 


Including whatever O. P. D. care was given. 
“Including two cases of ‘‘Excessive”’ treatment. 
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that the correlation of the social service depart- 
ment with other departments of the clinics was, in 
a few specific instances, inadequate. A certain 
number of patients seemed unwisely selected, from 
the point of available services in the clinics and 
value for teaching purposes. In addition a number 
of patients apparently fail to understand the func- 
tioning of the institution. Such errors would of 
course be discovered in any study of records of 
either clinics or private practitioners. Examples 
of brilliant work were also found. 
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In considering the patient’s point of view it may 
be well to refer to a study made recently by the 
administration of the clinics of the amount of time 
spent by patients in a visit to the general medical 
clinic. Administrative authorities had for some 
time been troubled by the number of complaints as 
to the length of time it took to make a visit to a 
clinic and decided to ascertain the facts. The study 
showed that new patients who had to see the con- 
sultation doctor spent between forty minutes and 
one hour in the clinics before they reached the 
general medical clinic desk. One in every four 
patients had spent an hour in this way. Of the 
new and returning patients who attended this 
clinic, three-fourths had to wait more than seven 
minutes before they saw the doctor, while one- 
fourth waited more than forty-six minutes. 


Interviews With Doctors Averaged Forty Minutes 


It should be remembered, however, that long 
waits are not confined to clinics. Many persons 
who have been under the care of a specialist at his 
private office complain of the time wasted waiting 
for the doctor, although an appointment was made, 
and of the unsatisfactory brevity of the interview. 

This study brings out another point, however, 
which has a bearing on the quality of care given 
the patients, that is, the fact that the average time 
spent by each patient with the doctors was forty 
minutes. One-fourth of the patients spent less than 
thirteen minutes with the doctors and one-fourth 
of them spent more than fifty-nine minutes. Since 
old and referred, as well as new patients were be- 
ing seen, these patients obviously were not receiv- 
ing perfunctory attention. The doctors took enough 
time to diagnose and treat the patients’thoroughly. 
This fact is encouraging. It can surely be utilized 
as a favorable factor in considering the quality of 
care given the patients. 

What criteria can be used in making a study of 
this sort? By what standards can the quality of 
medical work done in a hospital or a clinic be de- 
termined, as compared with the work done in other 
institutions? One way of reaching a decision is to 
consider the difficulties likely to occur in an indi- 
vidual practitioner’s office and in a clinic, and then 
to decide whether or not these difficulties are found 
in the service rendered by the institution under 
consideration. 

The patient who goes to an individual practi- 
tioner may meet such unfavorable conditions as 
(1) inadequacy in the training or experience of the 
physician; (2) lack of laboratory facilities in the 
physician’s office; (3) the patient’s inability to pay 
for needed tests at prices charged by commercial 
laboratories; (4) the patient’s inability to pay at 
private office rates for the consultations deemed 
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necessary, and (5) lack on the physician’s part of 
hospital connections that will enable him to con- 
tinue caring for the patient if hospitalization 
becomes necessary, or connection with a second- 
rate hospital. 

On the other hand, the patient who goes to a 
clinic may find these conditions: (1) lack of con- 
tinuity of care by one physician, since physicians 
often rotate in the out-patient department or the 
patients attend at hours when the doctors they saw 
first are not on duty; (2) elements of charity dis- 
tasteful to the self-respecting person; (3) incon- 
venience of long periods of waiting during working 
hours; (4) inadequate record keeping which mili- 
tates against effective care; (5) a change in the 
physician when the patient is hospitalized, unless 
the hospital and the out-patient department have 
a unified staff, and (6) lack of supervision of the 
young out-patient physicians by the older and more 
experienced staff members. 

Such conditions can by no means be laid at the 
door of all private practitioners or of all clinics; 
but they are found in many instances. They are 
particularly likely to have occurred in the case of 
patients suffering from obscure or chronic dis- 
eases, who turn up frequently in clinics and teach- 
ing institutions. 

Many private practitioners may question these 
statements. It is between the service rendered by 
the private practitioner and that rendered by the 
best teaching clinics that I have attempted to com- 
pare the adequacy of care rendered by the Uni- 
versity of Chicago Clinics. Certain partially 
comparable data are available from other institu- 
tions. There are no comparable data from private 
practice. 


Many Examples of Brilliant Work 


Statements as to the quality of care at the uni- 
versity clinics must be based largely on impres- 
sions. While isolated examples of failures have 
been cited, not a few examples of brilliant work 
could have been recorded had there been any point 
in doing so. The records denoted a high general 
level of care. 

Two items that deserve separate comment or 
citation for excellence were the small number of 
needless visits or days spent in the hospital and 
the slight amount of special laboratory procedures 
done, which were contra-indicated because of the 
nature of the patient’s iliness. There were practi- 
cally no instances of the latter and few of the 
former. 
mek Gant tee laos Aesees te te Get of ales dese 
personnel and clinic procedure which have probably altered the quality 
of work done, the patient’s opinion about this and the waiting time of 


patients. Some of these desirable changes could have been predicted 
from this study. 
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The Problem of the Month 


Should Hospitals Count Fractional 
Days in Computing Bills? 


8:00 a.m. on Monday and leaves at 10:00 p.m. 

on Tuesday is charged for two full days. In 
other hospitals such a patient is charged for only 
one day, and in still other institutions he is 
charged for one and a half days. 

Some hospitals feel that the counting of frac- 
tional days would involve too much extra book- 
keeping and would cut down on the hospital’s 
income. Others believe that only by counting frac- 
tionai days can they assure a “‘square deal” to the 
patient and avoid friction and criticism. A few 
hospitals even count six hours as a quarter day in 
computing their bills. 

What, in your opinion, is the best method of 
handling this matter? 


|: SOME hospitals the patient who arrives at 


Dr. Clyde D. Frost, Director, 
Union Memorial Hospital, Baltimore: 


“Sincé the public uses and pays for the hospital 
service, it seems fair that its interests as well as 
the hospital’s should be considered in the matter 
of charges. The majority of pay admissions and 
discharges are made during the afternoon, the net 
result of which is a draw for the hospital and the 
patient. I think it advisable that the patient be 
given the odds if any exist because it makes for 
more friendly feeling, which the hospital greatly 
needs at this time. 

“The system of making no charge for the day- 
in and a full-day charge for the day-out, which 
is used at Union Memorial Hospital, has met with 
general favor. Only occasionally is there a request 
for an adjustment, which usually is made. 

“This plan simplifies the accounting, favors the 
patient, and in a measure eliminates the feeling 
that the hospital is out to get the patient’s last 
dollar, which is the attitude of many persons due 
to the fact that hospitalization is not a matter of 
choice. 

“This system also has a parallel in the plan fol- 
lowed in most hotels, where the night is the basic 


unit of service and the guest is given the use of 
the room for the day. In many ways, hospitals 


and hotels are rendering a similar service. At 


least, critically minded persons are prone to com- 
pare the two, although equally certain to ignore 
the pertinent differential of nursing, professional 
and food service, all of which are included in the 
hospital day rate. 

“A plan that is fair to the hospital and leaves 
the patient in a good frame of mind will make 
more friends than the dollars gained could pos- 
sibly buy.” 


Albert G. Hahn, Business Administrator, 
Protestant Deaconess Hospital, Evansville, Ind.: 


“Hospital bills are always scrutinized carefully, 
therefore, hospital administrators should avoid 
any matter in billing that may bring forth a dis- 
pute. The hospital day should be figured on the 
basis of an overnight stay in the institution, after 
the first twenty-four hours. Permit me to qualify 
this statement. A tonsillectomy patient who ar- 
rives in the morning and leaves in the evening 
should be charged for one day, due to the type of 
services rendered. A critical accident patient who 
arrives at noon and dies at about 10:00 p.m. 
should also be charged for one day. After the first 
twenty-four hours, however, no charge should be 
made for a fraction of a day. 

“The problem is similar to that of city bus 
transportation systems. Passengers who ride from 
one end of the line to the other pay the same 
amount as those who ride only a short distance. 
The law of averages works satisfactorily in such 
cases and the general public seems in most cases 
to be satisfied. 

“In some cases the patient may receive an extra 
meal and in other cases the patient may leave be- 
fore mealtime. The system of charging on the 
basis of the number of meals is often disputed, as 
many patients are on a liquid diet before and after 
an operation. The expense of keeping complicated 

















records will probably offset the extra sum received 
for an additional meal or two. After his first 
twenty-four hours in the hospital, the patient 
should be charged on the basis of the number of 
nights he remains in the hospital. This simplifies 
matters and satisfies the public. 

“Hospitals can profit from the experience of 
hotels in this respect. Most hotels are quite liberal 
after a guest has remained in the hotel more than 
one night. 

“I believe that all the hospitals in a particular 
city should operate on the same basis in order to 
avoid criticism and to prevent one hospital from 
taking advantage of the others.” 














C. Rufus Rorem, Associate Director of Medical 
Services, Julius Rosenwald Fund, Chicago: 






“The question of fractional days raises the whole 
problem of the European plan for hospital charges. 
This arises with respect to rebates for meals dur- 
ing postoperative periods and floor nursing for 
cases having private duty nurses. 

“A number of hospitals have an unwritten prac- 
tice of using the noon hour as the basis for a half- 
day charge and the evening, say seven o’clock, as 
the basis for a full-day charge. In these hospitals 
on the other hand, some patients receive more than 
twenty-four hours of care at the regular rate for 
one day. 

“Recognition of fractional days in hospital 
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charges for ‘board and room’ service would, in my 
opinion, improve the public’s understanding of hos- 
pital service. The main argument against the prac- 
tice is the difficulty of establishing a reasonable 
basis for apportionment, having in mind the time 
of day discharged or the number of meals eaten.” 


E. I. Erickson, Superintendent, 
Augustana Hospital, Chicago: 


“It is my opinion that nothing would be gained 
by counting fractional days of service in comput- 
ing the patient’s bill. 

“The public is accustomed to paying for other 
kinds of service on a per diem basis. Hotel 
charges are an example. It is true that there are 
some patients who remain in the hospital for only 
a few hours and it is only fair in such instances 
to adjust the charge in keeping with the amount 
of service given. But for all except these the per 
diem charge is just and fair. 

“Furthermore, the average patient who remains 
one or more days will complain if an extra charge 
is assessed for overstaying the exact hour of ar- 
rival. This will require extra work on the part 
of the hospital personnel to explain, justify and 
perhaps to adjust or cancel the charge. Besides, 
the bookkeeping department must assume more 
work in computing fractional days and neither the 
average patient nor the hospital will benefit to any 
worth while extent.” 











Closer Unity Between City and 
Rural Hospitals Urged 


The relations of large to small hospitals is a subject of 
increasing interest. The following significant comment 
appears in a report presented at the recent meeting of the 
Canadian Hospital Council: 

“Much could be accomplished if our several institutions 
in larger centers could cooperate in the utilization of cer- 
tain facilities and highly skilled assistants. The lessons of 
the war might be applied by the development of a closer 
relationship between large city hospitals with full diag- 
nostic and therapeutic facilities and small hospitals in 
neighboring towns, connected by good roads, rapid transit 
and telephone service. Many features of the base hospital- 
casualty clearing station arrangement could be adopted. 

“All of the existing hospitals could still be utilized and 
there would be no reason why the same groups operating 
hospitals should not continue to do so. The only difference 
would be that the action of all concerned would be coordi- 
nated. Such coordination would be difficult as hospitals are 
maintained at the present time and it may only be possible 
under more extensive provincial government jurisdiction 
over hospital activities and development than at present. 
However, as hospital expenses rise and as the share of 
municipal and provincial responsibility for hospital sup- 
































port increases, it is likely that the government, being re- 
sponsible for so much financial support, will, with some 
justification, demand that it have a greater say in the 
scope and direction of hospital activities.” 





Are Hospital Beds Built Too High 
From the Floor? 


The height of hospital beds is a dilemma. Hospital 
beds are made unusually high, according to Dr. Donald A. 
Laird, Colgate University, in order that the physician or 
nurse will not need to stoop in giving the patient attention. 
“The unusual height of hospital beds from the floor,” ac- 
cording to Doctor Laird, “causes much apprehension and 
consequent muscular tension rather than relaxation, due 
to the lurking fear of the patient that he may fall out of 
bed and be precipitated a distance which seems much 
greater than it is actually. In the case of narrow beds 
especially, this height makes for sleep apprehension. The 
problem can apparently be solved only by using wider beds 
or developing a subspecies of short-legged nurses and physi- 
cians. It is a problem, however, which shows the increased 
importance of having comfortable and yielding mattresses 
on which the patients can rest rather than hard ones on 
which they roll and toss about.” 
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A Hospital Trustee Thinks Aloud 


Mr. Fleisher focuses attention upon 
institutional hospitality, problems of 
clinics and out-patient departments, 
changes 1n the field of nursing edu- 
cation, group hospitalization, care of 
veterans and numerous other phases 


of hospital progress 


By ARTHUR A. FLEISHER 


President, Jewish Hospital, Philadelphia 


enters the hospital where scenes new and 

strange to him will be enacted. He will meet 
doctors and nurses of varying degrees of expe- 
rience and courtesy who will attend and perhaps 
offend or please him during his stay. A feeling 
akin to panic fills his consciousness. All is new 
and fraught with alarm. Upon the hospitality ac- 
corded him depends largely his response to this 
wholly unfamiliar environment. 

Institutional hospitality is extended in various 
ways. In some hospitals there is an information 
desk in charge of a pleasant person; in others an 
admission clerk with a pleasing manner greets the 
newcomer. Most desirable, however, are the serv- 
ices of a hostess whose speech and general mien 
are gracious, sympathetic and reassuring. By this 
first contact the patient is made to feel that he has 
come to a place where friendliness and humani- 
tarianism parallel high medical standards. 

How can a hospital’s admission clerk, its inex- 
perienced student nurses and its interns be imbued 
with this spirit of cordiality and brought to realize 
the importance of applied humanitarianism? While 
these attributes thrive best in a person endowed 
with a pleasing personality, I believe that through 
the medium of actual teaching this consciousness 
can be developed and self-restraint taught to the 
advantage of the patient as well as to that of 


[et long doors swing open and the patient 


nurses and interns whose routine tasks are per- 
formed within the four walls of the institution. 
The milk of human kindness is the first assignment 
on the patient’s diet and there is no restriction as 
to the amount of that food. 

An effort to make as pleasant as possible the 
patient’s stay in the wards should be one of the 
hospital’s definite aims. While the wards are the 
least pretentious of hospital accommodations, in- 
novations may be instituted that will tend to cor- 
rect the old order of ward life. Notable among 
the means of making the hospital a more human 
and homelike abode for its guests are the “friendly 
visitor,”’ the library and the occupational therapy 
department. 

The inquisitive and interested family may re- 
ceive daily bulletins through thecourteous “friendly 
visitor.” This performer of small tasks makes the 
occasional phone call, writes the letter that might 
otherwise have to be written by another patient 
and performs many other simple duties. Such 
supplementary service enables a hospital to make 
its ward service more desirable and attractive to 
persons who feel that even semiprivate rates, with 
their visiting privilege, are prohibitive. 

Physical inactivity becomes tiresome especially 
during the days of observation and those of ad- 
vancing convalescence. Boredom may become ap- 
parent shortly after the first twenty-four hours 
have elapsed. The four walls have been well 
scanned, hospital workers have made their en- 
trance and exit, hospital cuisine has been passed 
upon and the patient settles down to count the 
weary hours. How best can the wide-awake hos- 
pital embrace this opportunity to enliven dreary 
hours? 


Even Reading May Become Tiresome 


A movable library will be a welcome and well 
patronized adjunct. A portable library may be 
acquired at small cost. Recording the books as 
they are loaned is a relatively simple detail. The 
department can be operated by reliable volunteers 
who serve the several wards of the hospital on 
regular days. Used books may be donated by inter- 
ested friends and may be exchanged with other 
institutional libraries in order to keep an ever 
changing supply of reading matter available. 

Even reading may become tiresome and time 
may again hang heavy. The occupational therapy 
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department is interchangeable with the library. 
Occupational therapy is a panacea for mental ills. 
It provides constructive and creative interests to 
keep busy otherwise indolent fingers. Time and 
time again certain joint conditions, caused espe- 
cially by arthritis, have been relieved by the un- 
conscious use of those parts and wrists and fingers 
have been given greater freedom of motion than 
had ever been thought possible. Once this work 
gains the slightest headway it spreads rapidly 
through the various departments of the institu- 
tion. Sale of articles so made should provide 
funds for the support of this activity. The cheer- 
ful atmosphere of a ward upon which occupational 
therapy has left its mark is in striking contrast 
to the dreary desolation of one where time hangs 
heavy on the hands of patients. 


Clinic Patients Deserve Courteous Treatment 


When the day for discharging the patient finally 
arrives he is loath to leave. His days in the hospi- 
tal have far exceeded his anticipations. Pleas- 
antries and pleasant persons have made his stay 
agreeable. A recuperated body and a rested mind 
have completely changed the patient’s outlook and 
he endorses the hospital wholeheartedly. 

However, not all recoveries are complete and 
some patients must still return to clinics for ob- 
servation and continued instructions in order to 
ensure permanent recovery. These side door en- 
trances lead to sections of hospitals where courtesy 
and humanitarianism are as important and should 
be as liberally bestowed as in any other section of 
the institution. The medical interest here must 
always be keen and courteous, for the person who 
patronizes a clinic today probably does so not from 
choice but from stress of economic conditions. 
Courtesies or discourtesies, attentions or inatten- 
tions stand out sharply as good or bad advertising. 
Which do you propose to underwrite? While the 
patronage of clinics today is far greater than it 
has been for many years, it is well to remember 
that these patrons will some day outgrow the rank 
of the clinic and will seek entrance to accommoda- 
tions for which the hospital will have the oppor- 
tunity to charge its specified rate. But in the 
meantime their verbal recommendations may be 
subtly and surely booming the hospital or subtly 
and surely undermining it. 

One of the distinctive and important features of 
clinical work today is the growing tendency to 
reach out educationally to patients, endeavoring 
to instruct them in home care for themselves as 
well as for members of their families. Prenatal 
clinics in some hospitals include the prospective 
fathers in educational talks. The diabetic clinic 
opens up a wide field in the explanation of such 
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terms as proteins and carbohydrates, and helps to 
elevate a patient’s morale, thus encouraging him 
to adhere to his diet no matter how monotonous 
it is. The cardiac, chest, dental and pediatric 
clinics perform similar educational services. 

The migratory dispensary patient has always 
existed. He never remains long enough under one 
treatment to derive benefit so that hospital treat- 
ment is of no avail. Dispensary zoning and coop- 
eration between hospitals within a given area 
might check this type of migration to the mutual 
advantage of patients and hospitals. 

There have been many changes in the past three 
years in the field of nursing education. The Com- 
mittee on the Grading of Nursing Schools has ren- 
dered a splendid report. It is to be regretted, 
however, that its recommendations were not more 
definite. Many hospitals have chosen to close their 
schools rather than to lower educational standards. 
This is a commendable course of action. In other 
instances the number of student nurses has been 
diminished and in a few instances the less com- 
mendable policy of shortening and altering nursing 
curricula has been followed. 

The choice of students has been gradually re- 
stricted to those who are physically sturdy, who 
possess satisfactory personality traits and who 
have at least a four-year high school education. 
Favorable public attitude toward the place of the 
trained nurse in the social and industrial order 
has also assisted in creating a demand for better 
trained graduates. 


Nurses Have More Time for Study 


Sound lecture and laboratory methods are gain- 
ing favor as preferable methods of training and 
affiliations with universities or colleges are being 
made. It is hoped that more attempts will be made 
to establish centralized schools for the teaching of 
chemistry, biology and allied subjects and that in 
every other proper way duplication of educational 
effort will be avoided by schools. Some of the 
major Philadelphia hospitals send their students 
to Temple University to receive instruction in 
such elementary subjects as food, history of nurs- 
ing, elementary materia medica, anatomy and 
physiology, chemistry, bacteriology and psychol- 
ogy. 

Within the hospital itself there has been an 
effort to relieve the students of the more menial 
tasks in order that more time might be devoted to 
study and laboratory work. This relief has come 
through the employment of ward maids who per- 
form much of the work that has no direct bearing 
on the actual nursing of patients. 

To further a hospital’s teaching work it is de- 
sirable to be able to offer nurses postgraduate 
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subjects. The primary purpose of these courses 
should be instruction in the theory and practice of 
newer methods of institutional and bedside nurs- 
ing. The practicing physician should also be given 
the opportunity to enjoy postgraduate courses. 

Perhaps the most important factor in the work 
of hospitals is the medical and surgical staff. To 
knit an institution more closely to its community, 
provision should be made for the general practi- 
tioners in that community to present their prob- 
lematic patients for the consideration of group 
study. In this study the physician should be per- 
mitted to participate. Especially true should this 
be of hospitals in the less densely populated areas. 
In a larger community the hospital, having encour- 
aged the reference of cases for group study, would 
present its findings and recommendations to the 
referring physician. A practical appreciation and 
usage of its service would thereby develop. As a 
result the community, in turn, would come to 
appreciate more fully the advantages of present 
day hospitalization. 

A much discussed subject in hospital circles to- 
day is group hospitalization. This plan was orig- 
inated for the purpose of assisting persons of 
limited means to pay for hospital care on the in- 
surance principle. The practical application of 
such a plan is beneficial to both contributors and 
hospitals and need not work a disadvantage to the 
physician. 

From the viewpoint of the insured, the nominal 
yearly sum, paid either at intervals or in a lump 
sum, lightens the financial burden of the individual 
for future institutional treatment. The assurance 
of good care in event of illness removes definitely 
the fear of illness and its concurrent expenses. For 
the person who manages his personal finances on 
a budget participation in such a plan should be 
fairly easy. The fear of becoming a charity pa- 
tient is entirely removed and the realization that 
staggering hospital bills have to be met in addition 
to ordinary day by day expenses is immediately 
rendered less fearsome to this type of individual. 
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From the viewpoint of the hospital, the manage- 
ment should be greatly relieved to know that a 
substantial portion of its necessary income will be 
assured. The wellsprings of charity are not bot- 
tomless as recent experience has revealed. There 
is a crying need for institutions to receive at least 
part of their income from wards. 

Looming large in the sphere of hospitalization 
is the matter of care of veterans. Government 
hospitals for this purpose are being established 
and the number of beds in these hospitals is in- 
creasing enormously. Men injured in service or 
men whose health became impaired in the defense 
of their country are rightfully entitled to the best 
medical and surgical attention available. But I do 
not feel that unlimited hospitalization should be 
given to those who choose to impose upon gratui- 
tous care. The government should not be called 
upon to satisfy these demands by increasing the 
free service rendered, which in the end means 
greater taxation. Rather this care should be dis- 
tributed among established, well qualified hospitals. 
Ex-service men would still receive the proper care, 
they would be close to their homes and they would 
be less of a financial burden upon the public. 

Competition is said to be the essence of good 
business. Two kinds of competition prevail. One 
form strides ahead on the firm footing of coopera- 
tion and expects reasonable payment for services 
rendered. The other finds itself out of step by un- 
derselling the market on its rates for pay depart- 
ments, as well as basic rates for special services. 
This demoralizing practice cannot be called a mod- 
ern trend. It is retrogressive and should be 
shunned by clear thinking hospital executives. 

My aim has been to present the many and varied 
phases of hospital progress. The adaptation of 
new plans is, of course, always dependent upon the 
characteristics of each particular institution. No 
plan in its entirety is applicable to all. We can 
only hope to employ the means that will make the 
institution of our particular interest serve to the 
fullest extent the best interests of the community. 





Testing Hospital Administrators 
in England 


In order to provide means for testing the qualifications 
of candidates for positions as hospital administrators, the 
Corporation of Certified Secretaries of England has insti- 
tuted a series of examinations in hospital administration. 
Captain J. E. Stone, secretary, Birmingham Hospitals Cen- 
tre, Birmingham, author of many textbooks on hospital or- 
eanization, is the ' aminer of the corporation in all subjects 
velating to hospital work. 

Three examinations are provided: preliminary, interme- 






diate and final. The preliminary examination is elementary 
in character and seems to be designed for minor clerical 
workers. The intermediate examination includes commer- 
cial arithmetic, mercantile law and the following subjects 
in hospital administration: bookkeeping and accounts, or- 
ganization and management, secretarial practice, purchase 
of supplies and hospital law. The final examination, in two 
parts, covers general economics, law and conduct of and 
procedure at meetings, and the following hospital admin- 
istration subjects: construction, renewals and repairs, pur- 
chase of supplies, accounting and statistics, hospital law, 
appeals for financial support, and the organization and 
management of hospitals. 
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Editorials 


Straws in the Wind 


HE passage by Ohio on November 7 of an 
old age pension bill by the tremendous ma- 


jority of 1,389,000 to 526,000 is a significant 
straw in the wind. Against the judgment of the 
seasoned advocates of old age pensions, the bill 
was put on the ballot by initiative. The surprising 
popular victory is the more significant because it 
was achieved in the face of determined opposition 
from the property owning groups and from prac- 
tically every newspaper in the state except the 
Scripps-Howard chain. 

On the same date an election in Pittsburgh 
turned largely on the question of old age pensions, 
with defeat resulting for those opposed to the pen- 
sion plan. 

During the last five years twenty-six states 
have enacted old age pension laws. A federal bill 
granting financial assistance to states with old 
age pensions was introduced in the last congress 
and will be introduced again in the next. Regard- 
less of whether it passes, as it well may within the 
next few years, most of the remaining states will 
probably follow the lead which has been taken by 
the twenty-six. 

Old age pensions, unemployment insurance and 
health insurance are commonly linked. Together 
they constitute the backbone of any social insur- 
ance program. The people who support the one 
will be likely to support the others. In general a 
common philosophy underlies all three measures, 
namely, that the hazards of modern industrialized 
society demand that society as a whole give the 
security to individuals that they can no longer pro- 
vide for themselves through their individual and 
family efforts. 

Insurance for medical service differs from the 
other types of social insurance in two important 
particulars, (1) the benefits consist of personal 
service rather than cash, and (2) a large percent- 
age of employed persons can afford, on an insur- 
ance basis, to pay the costs for medical care of 
themselves and their families without aid from 
tax funds. 

While these differences mean that the specific 
formula which has been applied to old age pen- 
sions will not apply directly to medical care insur- 
ance, they do not mean that insurance for medical 
and hospital service is any less necessary or any 
less surely on the road. Now that the battle for 
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old age pensions is largely won and the campaign 
for unemployment insurance has begun, the forces 
that have been carrying on these campaigns will 
begin turning their attention to health insurance, 
probably on a compulsory basis. It will be well for 
the hospital world to be prepared for that event 
with constructive and effective plans ready to pre- 
sent, which will achieve the social aims desired 
and protect the hospitals’ legitimate interests. The 
development of group hospitalization is a construc- 
tive step in that direction. 





A Belated Tribute 


HAT the hospital as an institution has sur- 
vived the buffetings of adverse economic 
times has not been due to the efforts of only 
one individual or one group. All have courageously 
and unselfishly done their part. But there is one 
group which has shared in the conquest to whom 
little credit is given—the manufacturers, the re- 
tailers, the salesmen. 

They have brought for the executives’ approval 
quotations on standard products—groceries, dry 
goods, instruments—which have in some cases rep- 
resented the difference between life and death for 
the hospital. “All in the business,’ croaks the 
pessimist. But such is not always the case. Many 
firms selling to the hospital field have also caught 
the vision of unselfish service and, while all must 
live, these very concerns are often the first gener- 
ously to heed the call of the needy. Had not hospital 
necessities sharply fallen in price many more splen- 
did institutions would have closed their doors. 
Moreover, if those who supply hospitals with the 
essentials for their work had not generously ex- 
tended credit, the loss of good institutions would 
have been even greater than it has been during 
the period of the depression. 

All credit to our friends the manufacturers, the 
wholesalers, the salesmen of hospital goods, for 
their assistance in a time of great institutional 
need. 





The King’s English 


OSPITAL administrators are daily con- 
H fronted with so many serious problems that 
they may be excused an occasional good- 
natured digression into the realm of humor at the 
expense of their medical colleagues and other mem- 
bers of the staff. Although many physicians, and 
others, use the King’s English to the Queen’s taste, 
the expressions that they use in the hospital often 
lend themselves to humorous misinterpretation. 
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The “pathological intern’’ who has his own good 
reasons for enjoying his work in the postmortem 
room where he checks the diagnostic and therapeu- 
tic skill of the clinicians is really the intern in 
pathology. There is nothing pathological about 
him. In actual practice he is uncommonly clear- 
headed to be willing to spend an additional year 
perfecting himself in the most important founda- 
tion for the clinical sciences. There is also some- 
thing unfair in the designation “psychiatric in- 
tern” unless it is assumed in advance that he must 
be a member of the minority to have accepted his 
post. We would seem 
to have stolen a leaf 
from the law journals 
which speak so naively 
of the ‘‘criminal 
lawyer.” 

The “cardiac nurse” 
whoworks inthe 
O.P.D. has a heart of 
course and, as a rule, 
it is quite normal, un- 
less you talk in figures 
of speech. But she is 
no more “cardiac” than 
the doctor from whom 
she takes orders and 
much less “cardiac” 
than the patient whom 
she treats with so 
much heart. 

There are others, 
too. Take the ““mechan- 
ical dentist.” He is no 
robot, as one might 
gather from the appel- 
lation, but a dental me- 
chanic whose ambition 
is to assist the dentist 
with his mechanical 
problems and make a 
decent living while doing it. The “eye man” is a 
familiar spectacle around the clinic. The “head- 
worker of the social service department” undoubt- 
edly works with her head, as the other members 
of her department work with theirs, but the others 
should be the first to resent any special mark of 
identification to single out the executive on intel- 
lectual grounds. 

We all know how, in the language of the news- 
papers, the doctor “worked over a patient” for 
hours to bring him back to life. This, to be sure, is 
one form of “operation.” Yet operations have their 
own significant meanings with which the executive 
possessing a sense of humor had better not take 
liberties. 


and the poor. 


THE WHITE HOUSE 
WASHINGTON 


December 4, 1933 


While we are pushing forward our 
efforts to increase employment and 
return the nation to better conditions, 
we should not forget the sick. wound- 
ed and crippled in the economic 
struggle. Their welfare should be a vital 
part of the recovery program. 


The hospitals of our country are of 
invaluable aid to mankind, and their 
doors must not be closed against those 


who are doubly distressed —the sick 
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In hospital drama the operation is the most 
spectacular element. Every surgeon who performs 
an operation is a hero, every operation is an act of 
heroism, the villain is the Grim Reaper with whom, 
in art and in everyday life, the surgeon must 
wrestle to gain the laurel crown—often a crown 
of lilies. The victim is the patient. There is no 
such thing as a needless operation. If we could 
only discover why so many people, especially those 
of the fair sex, derive so much pleasure from the 
discussion of their operations with their neighbors, 
we should be making one of the great contributions 
to the principles and 
practice of surgery. 

But the short cuts to 
good English go on. 
The physician takes 
“an x-ray” not like we 
take ultra-violet rays, 
therapeutically, but 
like we have our photo- 
graphs taken, diagnos- 
tically. The clinician 
still writes “Pill Jane- 
way” which may have 
been all right in a for- 
mer generation, since 
they did not know bet- 
ter (note how history 
repeats itself), but 
which would make the 
elder Janeway turn in 
his grave if he knew it. 
“M.S.” is undoubtedly 
a tribute to the life and 
work of the great Ma- 
gendie, but when 
potent drugs like mor- 
phine sulphate are so 
loosely identified, they 
have a way of dulling 
our sense of humor. 

We could go on thus for hours. The nurse 
and the intern mean two entirely different things 
when they speak of a “P.M.” To the nurse it means 
life, freedom for an afternoon; to the intern it 
means death, as he sees it in the postmortem room. 
Then there is the patient who is a convenient bed- 
number rather than an individual with a name and 
a personality. 

But the King’s English needs no defense. It is 
only when loosely expressed thoughts result in se- 
rious blunders involving human life and happiness 
that a situation fraught with many possibilities is 
brought home to us. But—“O.K.” is the mark of 
approval for the executive, though no one seems 
to know the reason why. 








94 THE MODERN HOSPITAL 


Balancing the Clinical Budget 


HE end results of hospital study are, first, 
correct diagnosis and, later, effective treat- 
ment. When diagnoses are erroneous no real 
benefits can be expected to follow treatment. Since 
the first step in treatment is arrival at a correct 
diagnosis, it is of the utmost importance to learn 
the nature and cause of disease. 

When clinical diagnoses coincide in every case 
with postmortem findings, medical perfection has 
been attained. When antemortem findings do not 
balance with postmortem discoveries, in a large 
percentage of instances, medicine is not success- 
fully meeting its obligations. Necropsies are neces- 
sary to clinical advancement. The hospital that is 
content with a minimum percentage is bound to 
stagnate and careful inspection is necessary to 
learn the cause of its scientific inanition. 





Accidents to Patients 


HE other day a representative group of hos- 
pital administrators from the metropolitan 
area came together in New York City in- 
formally to discuss practical everyday problems 
of administration. There was an agenda of con- 
siderable variety, most of it dealing with the press- 
ing problem of income and expenditure. One item, 
however, held the group spellbound and men 
nodded knowingly to each other as the familiar 
subject was unfolded—accidents to patients. 

It takes little to produce damage to those whose 
bodies have already been weakened by disease. The 
results of errors of treatment are serious out of all 
proportion to their causes. In large hospitals par- 
ticularly this imminent danger of mechanical error 
(most often of the so-called “human” type) is on 
the mind of every administrator. 

We may leave out of consideration for the mo- 
ment the dangers that lurk in mistaken diagnoses 
or in mistaken judgment, which lead to mutilating 
and unnecessary surgical procedures, although 
these are serious enough when we consider the 
large number of patients that must be disposed of 
within a limited period of time by a limited staff. 
It is possible, too, that more errors are made in 
dietetic therapeutics than we are as yet able to 
detect, since the results are often remote and often 
confused. But it is in the pharmacy and in the 
wards that minute doses of drugs may be miscal- 
culated or maladministered, with results that are 
often immediate and always serious. Did the right 
“bed number” get the right dose of the right prep- 
aration at the right time, assuming that the pre- 
scription was justified? Who calculated and pre- 
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pared the dose and by whom was it checked up? Was 
the prescription taken for granted or did the phar- 
macist who prepared the drug, or the nurse who 
administered it, both of whom presumably have 
the intelligence and the education to detect obvious 
errors, have the power to withhold medication till 
its application could be fully verified? Were labels 
on bottles correctly, securely and indelibly applied? 

The magnitude of the problem is so obvious to 
all of us that the nightmare of fatal or disabling 
mistakes is ever with the conscientious administra- 
tor. Eternal vigilance is the price of safety. 





A Lifetime of Distinguished Service 


HE recent announcement, made on his seven- 
tieth birthday, that Dr. John M. Peters would 
resign January 1 as superintendent of the 
Rhode Island Hospital, Providence, was the occa- 
sion for many a backward look and many warm 
words of praise. Doctor Peters has probably estab- 
lished a record for continuous service as a hospital 
superintendent. He entered Rhode Island Hospital 
as an intern in November, 1887, and was appointed 
superintendent in 1889. Thus he has spent forty- 
six consecutive years in the hospital, forty-four of 
them as superintendent. 

But length of service is not Doctor Peter’s chief 
claim to fame. The outstanding quality of his serv- 
ice, aS an administrator, as a citizen, as a friend 
to young physicians and nurses, as a leader in both 
the hospital and medical fields, enshrines him in the 
memory of his intimates and his acquaintances. 
Offices and honors have been his aplenty. In 1909 
he served as president of the American Hospital 
Association, after serving twice previously as vice- 
president. He has also been president of the Provi- 
dence Medical Society and the Rhode Island Medi- 
cal Association. 

Doctor Peters’ character was described by Dr. 
A. H. Ruggles in addressing a group of interns in 
in the following words: ‘You have known him as 
a man who encourages the enthusiasms of the in- 
terns, you have experienced his helpfulness and 
understanding and his willingness to allow a man 
to do a job if he showed he could do it. The ability 
to coordinate the activities of the hospital has been 
one of the outstanding qualities of the leadership of 
Doctor Peters, a leader such as few hospitals in 
this country are fortunate enough to have. Prob- 
ably few hospitals with equal resources have as 
fine a record of achievement. 

The MODERN HOSPITAL salutes Doctor Peters 
and wishes him a long period of continued public 
service, after he returns from his trip around the 
world, which started just before Christmas. 
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Better Teamwork Is Needed Between 
Staff and Superintendent 


By JOSEPH C. DOANE, M.D. 
Medical Director, Jewish Hospital, Philadelphia 


the reputation and the effectiveness of the 

hospital. Because certain intramural difficul- 
ties have arisen at times in bringing about a proper 
adjustment between staff members and other mem- 
bers of the hospital personnel, particularly the 
superintendent, the doctor is often deliberately dis- 
couraged from taking any interest in administra- 
tive matters. 

The physician’s influence on almost every hospi- 
tal function cannot be denied. The effect of his 
presence in the institution does not end with his 
professional work at the bedside. Visiting staff 
members who are content to become routinized and 
are willing to accept inferior service from nurses 
and others, are, from the standpoint of some super- 
intendents, most easily handled. This type of phy- 
sician produces little friction and does little toward 
sharpening the weapons of the institution for its 
contest with disease. 


Sie: members determine in a large measure 


Many Types of Doctors Seen in the Hospital 


Constructive criticism and an aggressive prose- 
cution of effective institutional medicine are not 
always harmful qualities. It is only when jealous- 
ies enter and when attempts are made to grind 
personal axes at the expénse of peace and morale 
that lasting harm is done to the hospital. So it is 
that the placid, easily pleased physician is not 
always the most useful member of the staff. 

Many types of doctors are seen in the hospital’s 
halls, wards and rooms. There are those who sel- 
dom practice in the institution and to whom admis- 
sion of a hospital patient is something of a rarity. 
Members of the courtesy staff largely comprise 
this group. The community physician who enjoys 
some minor hospital connection in dispensary or 
even on ward service is more likely to direct his 
patient toward a hospital bed than are members of 
the courtesy staff. The community physician has 
learned the ways of hospital medicine and appre- 
cilates the great advantages that have been placed 
at his disposal. He is likely to feel much more at 
home in institutional work than do members of the 
courtesy group and he is inclined to recommend a 


patient for hospital admission even when no emer- 
gency exists. There are also those who hold major 
positions on the hospital roster or act as assistants 
to the visiting chief. Surgeons, internists and other 
specialists comprise this class. 

Let us glance at the usual atttitude displayed 
toward institutional practice by the members of 
these groups. Physicians of the courtesy staff, be- 
cause of their training and because they practice 
largely home medicine, are prone to display a sub- 
servient attitude and to be largely ignorant of hos- 
pital rules and details of organization. The insti- 
tution’s facilities are so far superior to those to 
which these men have been accustomed that they 
rarely complain. By the same token, they are not 
so likely to practice institutional medicine with 
positiveness as are members of the regular staff. 
If courtesy staff members break rules it is from 
lack of knowledge rather than from desire to force 
upon the hospital the opinion of an individual. In- 
struction of the courtesy staff in the ways of hospi- 
tal medicine is not easy, however, because this 
group is scattered geographically and because its 
members seldom come in contact with the hospi- 
tal’s administrative officers. 

The regular staff member, on the other hand, is 
inclined to display a sense of proprietorship which 
is usually a healthy factor in the performance of 
good work. He knows the capabilities of nurses 
and other members of the hospital personnel and 
rightfully demands more for his patient. 


Two Types of Organizations 


There are two types of hospital organization in- 
sofar as the relationship of the members of the 
visiting staff and the resident executive in author- 
ity is concerned. There is the institution blessed 
with a strong board of trustees. Here staff regula- 
tions and relationships have been definitely worked 
out and set down in print. In this type of insti- 
tution staff members possess a minimum of admin- 
istrative power. Nurses, anesthetists, dietitians, 
interns and others are engaged by the board’s rep- 
resentatives. At times the staff group is permitted 
to recommend the appointment of physicians to 
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fill vacancies on the visiting roster. When this plan 
is most effectively developed there exists a working 
understanding between staff members and the 
board of trustees as to the type and amount of 
responsibility visiting physicians are expected to 
assume. Here one is likely to observe a smooth 
running machine with authority definitely placed 
and with a minimum of administrative friction. 

There is a second type of institution in which 
the board of trustees, frequently composed of men 
with splendid personal traits and community 
spirit, displays a vacillating attitude in regard to 
matters of policy. Under these circumstances the 
staff is strong in initiative and inclined to assume 
an aggressive position in protecting its so-called 
rights. Staff policies are apt to be indefinite and 
problems will likely be settled on the basis of indi- 
vidual occurrences rather than by careful and un- 
compromising adherence to predetermined poli- 
cies. In such an institution the superintendent is 
inclined to be harrassed by uncertainties, fearful 
of assuming undue authority and inclined to avoid 
making decisions. When the hospital board dis- 
plays these characteristics its meetings are apt to 
be listless, irregular and indecisive. The executive 
frequently experiences difficulty in securing defi- 
nite decisions from his superiors. As a result, staff 
friction and a lowered morale are likely to exist 
in every other hospital department. 


Midway Plan Results in Happy Hospital 


Inefficiency in the prosecution of routine admin- 
istrative matters follows as a natural corollary. 
Without strong board support, the executive fears 
to assume a firm stand when a staff member rec- 
ommends the purchase of expensive equipment or 
when policies are suggested which he thinks in- 
advisable. As a result, the ill-considered purchase 
of hospital supplies and equipment because of an 
indiv_dual’s insistence brings about not only waste 
of the community’s money but also the encumber- 
ing of the hospital storeroom with equipment that 
is never used even by the physician who requested 
it. Such a situation cannot arise in an institution 
where there exists a feeling of mutual respect be- 
tween the staff and the board and where the acts 
of the executive merit and receive the support of 
his superiors. 

There is no more regrettable situation than that 
existing in a hospital in which the board of trus- 
tees has surrendered to the visiting staff its legal 
right to make decisions and enforce policies. The 
staff controlled hospital is often the battleground 
for virulent controversies not only between the 
physician and the lay administration but also 
among members of the visiting staff themselves. 
The happy hospital is one that has adopted the mid- 
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way plan. Here the dignity and professional attri- 
butes of the physician are recognized and the doc- 
tor’s attitude toward the patient and the hospital 
deserves such respect. When the physician receives 
this consideration for his opinion at the hands of 
the board it is likely that he will desire to maintain 
this respect by considering staff recommendations 
more carefully before passing them on to the trus- 
tees for final approval. 


Physician’s Relation to Nursing School 


The influence of the staff extends to every hos- 
pital activity. The surgeon is the general in com- 
mand of all the forces in the operating room during 
the progress of surgical treatment. He has the 
right and the authority to issue orders and to re- 
quire obedience. On the other hand, while he sched- 
ules and performs operations and in emergencies 
lays aside routine rules for the good of the patient, 
he is still answerable to the managers of the insti- 
tution for the observance of predetermined rules 
and for requiring that others adhere to them. 

The physician is assisted by well trained gradu- 
ates in medicine who comprise the resident staff. 
As a member of the appropriate staff committee 
he doubtless has had much to say with regard to 
the selection of these persons. And yet, while he 
has the duty and the right to require the careful 
attention of the intern to the treatment of patients 
under his care, he may not assign to specific serv- 
ices the members of this group or refuse to accept 
an intern who has been allotted to him. On the 
other hand, in the presence of inefficiency and 
inattention the chief has full authority to make 
representations to resident officers and to insist 
that matters be adjusted to the best interests of 
the patient. In matters professional, the physician 
or surgeon is in direct control of the activities of 
the intern group. 

A new attitude has arisen recently on the part 
of the physician in regard to the hospital training 
school. Here and there one observes an interested 
but not completely informed physician insisting 
that the curriculum of the school be altered in some 
major or minor respect. The visiting physician is 
rightly interested in having at his command well 
trained nurses, whether they be pupil or graduate. 
He is individually concerned with the type of train- 
ing they receive during their stay in the hospital. 
But he is not usually capable of judging as to the 
educational correctness of the curriculum or as to 
the proper arrangement of its subjects. 

The physician rightfully demands obedience to 
orders and requires that the treatment he has or- 
dered be carried out by the nurse. He may not, 
however, insist that a nurse be removed and an- 
other placed in her stead because he believes that 
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she is inefficient or discourteous. These instruc- 
tions must emanate from the directress of the 
school. He may rightfully insist that he be given 
attentive service but he cannot expect to designate 
the individual from whom such service should 
come. The physician rightfully resents the report- 
ing by members of the nursing group of infrac- 
tions of rules. Frequently, however, had he per- 
formed his expected duty, it would not be necessary 
for the nurse to report such happenings. 

Misunderstandings often arise between the phy- 
sician and members of the training school because 
of lack of information on the part of the former 
concerning hospital organization and orderly 
methods of procedure. What is most needed by 
both groups—hospital administrators and mem- 
bers of visiting staffs—is a better understanding 
of the practices and policies of the other group. 
It has not been fully recognized that there is a defi- 
nite relationship between the duties expected of 
the staff and those hitherto carried out by the 
superintendent. 

The executive is the purchasing agent for the 
institution. The need for expensive equipment is 
often called to his attention by a member of the 
visiting staff. The superintendent, having learned 
of the existence of such requirements, makes the 
necessary purchases in the most advantageous 
manner, acting on the authority transmitted to 
him by the board of trustees. 


Tactful Executive Can Prevent Extravagance 


The need for operating tables, gas machines, 
electrosurgical apparatus, ether, drugs and instru- 
ments is created by the professional activities of 
the staff. The physician, however, should keep 
himself informed as to modern trends in the devel- 
opment of scientific instruments. He should not be 
an automaton with hands extended to receive and 
put into use every tdol supplied. He could derive 
great benefit from attending conventions, from 
reading the text and advertising of hospital maga- 
zines and from studying there the newest and most 
effective physical equipment used in the treatment 
of the sick. He certainly should not rely upon the 
superintendent to sell him the idea of procuring 
a modern instrument. 

Even such matters as the proper conduct of the 
laundry have been made of practical interest to 
the doctor. In one instance the constructive activi- 
ties of a staff physician reorganized a whole insti- 
tu.onal laundry system, bringing about not only 
as ving in money but also an increase in bacteri- 
oloxie cleanliness. Yet to most members of the 
Visiting staff the institutional laundry is but a 

ine. It is in no way being contended, however, 
ths: the doctor should feel himself responsible for 
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the conduct of the laundry, or any other institu- 
tional department. Yet the patient is not likely 
to be as quickly returned to health if the physician 
practices only at the bedside, unaware of the exist- 
ence of other activities that make his work possible. 

Because the doctor is not informed as to the 
expense of carrying on the hospital’s work he is 
inclined to request drugs that have not been proved 
as to efficiency and upon which have been placed 
almost prohibitive prices. When such chemicals 
are not forthcoming he is inclined to adopt an 
offended attitude or to criticize the officer upon 
whom he made the requisition. The wise procedure 
for the superintendent in regard to suggestions 
received from physicians as to purchases would be 
to interview the physician, express appreciation of 
his interest and explain the difficulty of supplying 
the desired article. Many expensive and ill con- 
sidered requests for supplies will be received, but 
a tactful executive can spare the hospital unnec- 
essary expense without offending the physician or 
curbing his initiative. 


Some Encouraging Signs 


It is said that ninety thousand physicians in the 
United States are directly or indirectly connected 
with hospitals. Their influence on hospital finan- 
ces is enormous. They determine largely the earn- 
ing policies of the hospital. They furnish the clien- 
tele. They also exert a great influence upon the 
hospital disbursements because of their influence 
on purchases. They may save or waste millions 
throughout the hospital field by indulging in or 
avoiding wasteful tendencies. It is not true that 
the physician is routinely a poor business man. 
Many proprietary hospitals are being conducted 
most efficiently by physicians. The practice of 
group medicine, to which sound business methods 
must certainly be applied in order that financial 
success may follow, is often directly under the su- 
pervision of the doctor. When the physician lacks 
business sense it is often because the demands of 
his professional practice leave him no time or 
thought to devote to other matters. 

With increasing frequency one observes the close 
association of physicians and hospital executives 
on the same program and the attendance of phy- 
Sicians and superintendents together at hospital 
conventions. These encouraging signs point to the 
rapid disintegration of that old barrier that has 
existed between lay and professional hospital 
workers. The realization of the highest possibili- 
ties of community purpose demands that the 
physician learn more concerning the business of 
conducting a hospital and that the lay executive be- 
come more proficient in utilizing the advice and 
services of the physician. 
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Mauntenance, Operation and Equipment 


Conducted by Joun C. Dinsmore and Dr. R. C. Buerxi 


New Method of Preparing Solutions 


for Intravenous Use 


ous solutions for intravenous work. Teach- 

ing hospitals use many solutions of this 
type. The general hospital will use more as facil- 
ities are developed for production of solutions 
with decreased unit cost. Studies in dehydration 
have indicated the value to be gained by use of 
intravenous solutions. 

Cost of ingredients, method of utilizing pre- 
pared solutions and equipment used to administer 
the solutions are fairly well standardized. Meth- 
ods of preparing intravenous solutions, however, 
are far from uniform; there are almost as many 
variations as there are hospitals preparing them. 

One simple way of handling the problem satis- 
factorily is to use ampules of prepared concen- 
trate, as 50 per cent glucose or sodium chloride. 
These ampules are opened, the contents are placed 
in the requisite amount of sterile distilled water 
and the mixture is administered to the patient. 

A newer and perhaps simpler method is to use 


FE VERY hospital uses large amounts of vari- 


flasks of solutions that have been properly diluted, 
sterilized and sealed. Accompanying sterile tub- 
ing and needles are carefully attached and almost 
no additional equipment is needed. The solutions, 
which need not be kept in the refrigerator, are 
said to keep almost indefinitely. Glass containers 
may be sent back to the factory for credit. 


A. M. A. Has Endorsed This Method 


While the serious objection of expense has been 
raised, the American Medical Association has en- 
dorsed this method. If and when production is in- 
creased and costs are reduced, this method will be 
used by most hospitals, especially those that do 
not have enough demand to justify having a staff 
constantly preparing intravenous solutions. For 
the doctor in general practice and the small hospi- 
tal the method is almost ideal. 

If bottled solutions are to be compared in cost 
with ampules, the price becomes much less for the 
final prepared solution. There is also a reduction 


By special! arrangement between the University of Chicago Chimes and.the School 


of Business, five fellows 1 hospital problems were appointed on October 1.T he pre- 


liminary assignments of these five men deal with (1 ) unit cost figures in terms of 


nursing care, of cost per patient day and per out-patient department visit; (2) steam 


and electricity conservation and mechanical cleanmg equipment; (3) linen control; 
(4) fomishing of surfaces, and (5) purchasing problems. In addition to these assign- 
ments, special studies are being made of scientific procedures. T he first of these 1s pre- 


sented here. T his attempt to find out more about the many things for which hospitals 


spend money has just begun. As the work progresses findings will be reported in these 


columns for what they may be worth. Preliminary progress reports will appear first 


and more formal reports will be presented later 
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of hazard of contamination as compared with the 
ampule-dilution method. However, to date large 
hospitals and smaller ones that have facilities al- 
ready set up tend to make their own solutions. 

Saline or normal salt solution is probably the 
most commonly used, while glucose, 5 to 10 per 
cent, and Ringer’s come next. It is well to note 
that work done at the University of Chicago by 
Prof. Lester Dragstedt has shown that for some 
unexplained reason the admixture of Ringer’s and 
glucose almost inevitably causes highly undesir- 
able reactions in patients. 

The basic principle of preparing intravenous so- 
lutions is extremely simple. It consists of the 
weighing out and dissolving of a definite amount 
of glucose or salt, followed by sterilizing, usually 
by steam pressure in the autoclave. 


The Question of Filtering Arises 


Some hospitals make up their solutions in this 
fashion. The clinical results range from good to 
bad to indifferent as various lots of solutions are 
prepared. Some hospitals stress sterility almost 
to the exclusion of clearness and uniformity. Ste- 
rility is essential and must always exist but even 
sterile foreign material is highly undesirable for 
intravenous administration. 

Ten of the largest hospitals in the East and Mid- 
dle West were requested to supply their techniques 
of preparing these solutions. Every one responded 
promptly and generously. Most of them went into 
great detail and many submitted cotton, filter 
paper and other material used for clarifying the 
solutions. In every instance the solutions were 
filtered and accepted without regard to abundant 
minute foreign material in the final solution. 

This immediately brings up the question of the 
desirability of filtering solutions. It is natural to 
assume that C.P. chemicals should not be any- 
thing but the C.P. chemical as marked on the 
label. Unfortunately this is not true. Almost all 
C.P. chemicals used for making intravenous solu- 
tions do contain small amounts of insoluble mate- 
rial, together with parts of the cork stopper, bits 
of the paper around the stopper or fine chips of 
glass from a ground glass stopper. These are of 
no consequence in the highest type of chemical 
work because inert items in minute amounts are 
not sufficient to influence the final results. 

However, the patient objects to having the cap- 
illaries of his lungs and braiu used as a filter for 
accumulating inert foreign material, especially 
shreds from cotton filter plugs or filter paper. 
While some larger hospitals insist that their solu- 
‘ions have given perfect clinical service, they are 
most reluctant to make additional effort to have 
verfectly clear solutions. One well known hospital 
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has intravenous solutions which contain so much 
fibrous matter that it produces a fog easily seen 
five feet away when the flask is shaken! 

Even if there is no large accumulation of medi- 
cal evidence that foreign material in solutions is 
harmful, the University Clinics insisted upon the 
development of a procedure for low cost solutions 
with most nearly complete freedom from foreign 
materials. 

For some time the solutions had been prepared 
as follows: The pharmacy made a concentrate of 
the salt solution the evening before it was sent 
to the operating room. This concentrate was then 
added to definite amounts of triple distilled water 
in two-liter flasks. By the use of an extra empty 
flask for every solution flask, the solution was fil- 
tered through a cotton wad in a glass funnel into 
the other flask. The flasks were then reversed and 
the solution was filtered back and forth. At first 
the cotton shreds became more abundant but after 
about half an hour the number became less. After 
several hours, sometimes as many as six, the so- 
lutions appeared clear upon close inspection by the 
naked eye. The weary nurses would then auto- 
clave the solutions, label them in groups as well 
as individually and place them on the shelf. If not 
used within ten days or two weeks, the solutions 
were discarded for intravenous use. 

This great and unnecessary waste of time of 
skilled nurses was the subject of much serious 
study. The techniques suggested by every hospi- 
tal were tried with indifferent or bad results. The 
solutions were not perfectly clear with less work. 
Unglazed porcelain filters were used and the 
American agents of the firm supplying them were 
not successful in producing a clear solution, 
though filter stone dust was substituted for filter 
paper and cotton fibers. The German office of the 
firm was said to be working on the problem and 
had no report to offer. Apparently the fine amount 
of filter stone dust passing through in filtering 
bacteria from serum is not seen or seriously con- 
sidered. 


New Technique Proves Satisfactory 


After great expenditure of time and energy, the 
following technique was set up and has operated 
satisfactorily for more than six months. Rather 
than filter the great bulk of diluted solutions, the 
concentrate from the pharmacy is filtered. This 
is done through the longest fiber cotton obtain- 
able and gives a perfectly clear solution in about 
thirty minutes. The still for producing triple dis- 
tilled water was taken apart and thoroughly 
cleaned and flushed. The ten-gallon storage tank 
was subjected to vigorous cleaning until the water 
coming from it tested perfectly clear. 
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The nurse takes the clean two-liter flasks from 
the operating room to the small, dustless room 
where triple distilled water is produced fresh 
every day. Flasks are covered with waxed paper 
held in place by elastic bands. The nurse measures 
out the correct amount of crystal clear concen- 
trate into the flask and fills to the proper level 
with triple distilled water. Flasks are covered and 
sterilized at once. The total time needed to pre- 
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pare the solutions has dropped from an average of 
eight hours a day for a nurse to one and one-half 
hours of her time and half an hour for a maid. 
The net results have been (1) a saving of 75 
per cent in labor; (2) a saving of over $3 a day 
or $900 a year in pay roll, an amount equal to 5 
per cent on $18,000 of endowment; (3) clear so- 
lutions, and (4) more satisfactory clinical re- 
sults with fewer un‘esirable reactions in patients. 








Study of Internal Trafhc Costs 
Reveals Waste 


Preliminary study of the conditions and costs of internal 
traffic was made recently at one of the state hospitals. This 
superficial study indicated that waste resulting from dupli- 
cated delivery service in the hospital amounted to several 
thousand dollars a year. 

All food deliveries were handled by the food stores de- 
partment, all stationery supplies were delivered by the 
printer, all drugs were delivered by the drug porter, all 
linen was delivered by the linen porters, all equipment was 
delivered by housekeeping porters and all food carts were 
delivered by the food service porters. Under this régime it 
frequently happened that several different porters or store- 
keepers were on the same elevators at the same time, deliv- 
ering several different types of supplies or equipment. This 
was unduly expensive. 

At the present time this internal traffic study has gone 
far enough to establish the possibilities for savings, but no 
steps have yet been taken to correct the condition. A plan 
will soon be worked out whereby all internal traffic will be 
scheduled and carefully routed with a material saving in 
time and a considerable saving in the amount of electricity 
consumed by elevators in making unnecessary trips. 





Reducing Ice Cream Costs 


A worth while saving in the cost of ice cream may be 
effected by installing modern freezing equipment. In the 
larger cities the wholesale price of ice cream containing 
14 per cent butterfat varies from $0.80 a gallon to $1.50 a 
gallon. At the same time the cost of ice cream mix is about 
$0.90 a gallon. 

To make five gallons of vanilla ice cream it is necessary 
only to pour two and one-half gallons of ice cream mix into 
the freezer and add some vanilla extract. After about 
sixteen minutes five gallons of delicious vanilla ice cream 
is ready to use or to pack for future use. The cost per five 
gallons for making this ice cream is as follows: 





2% gallons of ice cream mix $2.35 
Flavoring 04 
Electricity 015 
Labor 10 
Depreciation on equipment .027 
Repairs .018 
TOTAL $2.55 or $0.52 a gallon. 


A 100 per cent increase in the bulk of ice cream in the 









freezing process was counted upon in making these calcula- 
tions. This is good practice and produces an excellent 
product. Modern self contained freezers are of different 
designs but most of them are entirely dependable. In most 
instances a new freezer equipped with hardening cabinet, 
together with the cost of electrical and water connections, 
will cost less than the saving in the price of ice cream in 
the first year. 





New Lamps Give Three Levels 
of Light 


One of the large manufacturers of electric light bulbs 
has developed a new lamp equipped with two separate fila- 
ments that may be burned singly or at the same time, giv- 
ing three different levels of light. Experts in the field 
consider this development as revolutionary in its way as 
the first tungsten lamp which made possible the flexibility 
of lighting with single bulbs. 

In appearance this new lamp is not very different from 
the ordinary bulb except that it is a bit more squat and 
has three contact joints instead of two. These lamps are 
available in two sizes only, 150-200 watt and 200-300 watt. 
The smaller lamp can deliver either 150, 200 or 350 watts; 
the larger lamp will deliver either 200, 300 or 500 watts. 

The only special equipment necesary in the use of these 
lamps is a special socket to give the three-joint contact, the 
third wire to the wall switch and a special switch or a double 
switch. ' 

This sort of electrical equipment would be ideal for hos- 
pital areas that need some light over long hours and much 
light for shorter periods. To be able to light any hospital 
area on any one of three levels is much better than to turn 
on and off extra lamps. 





New Machine Dries Wet Floors 


There has just appeared on the market a new device for 
drying floors after mopping or scrubbing. The machine 
consists of two heavy rubber squeegees set V-shaped with 
the opening of the V to the front. At the point of the V is 
a rubber belt arrangement that picks up the water as the 
machine is pushed forward. The belt is driven from the 
wheels. The dirty water is deposited in a tank mounted 
on the back of the machine between the handles. This ma- 
chine has great possibilities for cleaning corridor floors. 
It has several points that can be improved upon but even 
in its present imperfect form it is excellent for cleaning 
large areas. 
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KXC-5. 


High Power Radiography 


A Condenser Discharge 
Apparatus, Permitting 
a Wide Range of 
Exposure Time Values 


WO years ago we announced the 

KX-1 Kenotron X-Ray Unit,capable 
of producing radiographs with 1000 ma., 
85 kv.p., in 1/120th second. The KX-1 is 
even today the most flexible high power 
x-ray unit ever designed, covering the 
entire diagnostic field. 

But due to the fact that the KX-1 
requires a power supply not ordinarily 
available, many prospective users have 
been obliged to forego its advantages. 
It is for these users that the KXC-5 
Apparatus has been designed, to renew 
their interest in the possibilities of high 
speed radiography. 

Specifically, the KXC-5 is a combi- 
nation of two units; the KX-5 Kenotron 
X-Ray Unit with a radiographic rating 
of 500 ma. at 85 kv.p., and a condenser 
discharge unit. When the KX-5 unit is 








used in combination with this con- 
denser unit, greatly increased energy 
and radiographic speed are made pos- 
sible, even with a relatively small power 
supply. Adult chest and gastro-intestinal 
radiographs, for instance, are made with 
exposures averaging 1/80th second — 
sufficiently fast to arrest motion. Even 
the heaviest lateral chest, at 84 inch dis- 
tance, may be successfully radiographed 
in 1/30th second; infant chests in 
1/140th second. 

The KX-5 Unit may be operated in- 
dependently of the condenser discharge 
unit, for routine radiography and ther- 
apy. In fact, it would prove a most 
practical investment to install the KX-5 
at this time, with the idea of adding the 
condenser discharge unit later, without 
complicating the installation whatsoever. 


GENERAL ELECTRIC QB X-RAY CORPORATION 


2012 Jackson Bivd. 


Formerly Victor X-Ray Corporation 


Chicago, Illinois 
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Paying for Hospital Services With 
Goods and Labor 


By ADA BELLE McCLEERY 


Superintendent, Evanston Hospital, Evanston, IIl., and 


HERMAN SMITH, MLD. 


Superintendent, Michael Reese Hospital, Chicago 


free hospital service becomes greater as the 
economic disturbance is prolonged. Not only 
is there a gradual but steady shrinkage of con- 


[te need for watching funds allocated to 


tributions and of income from investments, but : 


also because of increased demand there is the 
danger of using the funds for those whose hospital 
expenses might be met in some other way. 

It is to this new group of applicants for medical 
charity that we wish to call attention. This group 
is made up largely of those who have taken pride 
in paying their way and who now are confused by 
having had the “margin for illness” wiped out. 
Everything possible should be done to assist such 
persons to maintain their morale. A practical 
method of helping in this respect is to devise a 
plan whereby hospital indebtedness may be can- 
celled without the exchange of money. 

We hold that hospital services may be paid for 
in three ways—money, goods or labor. The first 
method, of course, is the simplest and most desir- 
able. The other methods, however, although call- 
ing for both wisdom and knowledge in their 
execution, bring their rewards. 


A Fair Price Should Be Allowed 


There was, for instance, the dealer in household 
furnishings whose business was poor but who had 
on hand a supply of window shades. The hospital 
needed to replace several shades. A conference 
resulted in a balanced hospital bill, the by-prod- 
ucts being new shades for the hospital and a new 
spirit for the man. There was a similar experience 
with a man in the poultry business who supplied, 
at the market price, excellent turkeys for Thanks- 
giving. Another man furnished express service 
for several weeks. These are instances of the pos- 
sibilities of barter. 

In crediting either goods or labor on account a 
fair price should be allowed, and the business 
agreement should be clearly understood. In our 
own practice the wage is governed by the skill of 
the workman and an effort is made to give him the 


type of work in which he is most proficient. There 
is a gentleman’s agreement that the worker will 
be released if an opportunity presents itself for 
him to take a regular job. 

The number of accounts being handled in this 
way has increased recently and so the accompany- 
ing form has been installed. It not only puts the 
agreement in writing, which the worker sees, and 





FORM USED IN CREDITING LABOR ON HOSPITAL ACCOUNT | 


ON dicapaitlenastilesncnionieshipiaceniiisonihetnctuinsindiininiomenbiomn caniemeanits | 


Arrangements have been made with the bearer 


If any irregularity occurs please notify me at once. 
When work is completed please sign and return this 


form. 





worked from 

Quality of work. 

Excellent, Good, Fair, Poor. 
Remarks: 

Date 











assists in keeping records straight, but the form 
also provides a record of the quality of the work 
performed which is valuable either in recommend- 
ing the worker to others or in using him later to 
fill a vacancy in the regular staff. We have filled 
several vacancies in this way. 

Our experience includes both men and women. 
They have acted as substitutes for our regular 
workers during illness and vacations in such posi- 
tions as porters, elevator operators, carpenters, 
seamstresses and waitresses, or as additional 
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TWO FUNDAMENTALS IN THE 
TREATMENT OF DIABETES... 


Insulin 
... Diet 


As we know, the diet will vary with the 
needs of the individual patient. 


But the Insulin should always be a 
constant, unvarying, dependable thera- 
peutic agent. 


When you use Insulin-Stearns, you 
know that it is prepared under such 
exacting conditions of laboratory manu- 
facture that it is: 


Biologically exact in potency 
Remarkably clear 
Notably free from sting 
at point of injection 
We take the utmost pride in the ef- 


ficiency of our Insulin department with 
its modern equipment and its scientific 


personnel, and we are only too glad to 
demonstrate the step-by-step process 
of manufacture to interested physician 
visitors. 


Let us send you complete literature 
describing Insulin-Stearns—how it is 
made, how it is supplied and recom- 
mended for use in actual practice. The 
facilities of Stearns Insulin Research 
Department are always at your service. 


FREDERICK STEARNS & COMPANY 
DETROIT, MICHIGAN, U.S. A. 














FREDERICK STEARNS & COMPANY 


Detroit, Michigan, M. H. 1 


Gentlemen: I will be glad to have complete literature describing 


Insulin-Stearns. 
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workers in departments where the personnel has 
been greatly reduced. 

We have found this extra help extremely useful 
in keeping grounds and shrubbery clean, and dur- 
ing the autumn in transplanting shrubbery, as 
well as for such work as painting and wall wash- 
ing. This type of worker has been used, also, in 
unoccupied wards, since a general cleaning at reg- 
ular intervals keeps furniture and floors in better 
condition and polished windows are less depressing 
to the passer-by. Women have renovated bedding 
for the closed wards by recovering worn pillows 
and rebinding blankets. 

Following the practice begun last autumn of 
having the storm windows cleaned, before being 
installed, by these extra workers, another group 
was engaged this spring to clean and repair the 
window screens. 

The quality of the work compares favorably with 
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that done by the regular employee. The short term 
worker requires more supervision, perhaps, but 
often we find that he needs to be given only a few 
general directions. Many of the workmen do ex- 
cellent work. In fact, in a few instances the work 
has been of such high grade and has been done 
with such splendid spirit that an opportunity was 
given the men to earn a bit of money after the 
account was balanced. 

There have been instances, of course, where. 
although unemployment was claimed as the basis 
for needing assistance, no one could be found will- 
ing to work. Such persons should be classified as 
undeserving and handled accordingly. 

Many skilled workers are unemployed and are 
willing to exchange their services for hospital care 
rendered to some member of the family. Since the 
labor cost must be considered in the maintenance 
program the use of such workmen is recommended. 





Battleship Linoleum for Seats 


In the new Los Angeles General Hospital, soon to be 
opened, the seats and backs of seats of the amphitheater 
are covered with brown battleship linoleum. This material 
is cheap, warm to the touch and comfortable. The designers 
might have used linoleum in colors to match the tiles in the 
walls below the amphitheater seats, thus combining utility 
and beauty. 








Cork Carpet for Slippery Ramps 


In one of the smaller Chicago hospitals a terrazzo ramp 
leading to the nurses’ dining room was always slippery. 
After some experimentation a sheet of the rubber used in 
making rubber floors was laid on the ramp but the constant 
trucking of dishes caused even this tough rubber to stretch 
and bulge in the center. Various materials were tried and 
none remained nonslippery nor did any of them stand up 
under the exacting service. 

A manufacturer of cork flooring finally suggested cork 
carpet with brass nosing for this job. So far this material 
has been completely successful and the initial cost was 
much less than that of the other materials. It is suggested 
that other superintendents try cork carpet for sloping floor 
spaces where traffic is heavy and service is continuous. 
Cork carpet is resilient, noiseless and nonslippery. 





Machine Resharpens Razor Blades 


A manufacturer of electrical equipment has put on the 
market a small, inexpensive foolproof safety razor blade 
sharpener. The dull blade is inserted in the machine, the 
hinged top is closed and the machine does the rest. 

A tiny motor drives parallel rotary strops that sharpen 
the blade and then stop automatically. The length of time 
required for sharpening blades of varying degrees of dull- 
ness may be adjusted by a simple device on the side of the 


machine. The whole machine can be carried easily in one 
hand and costs about as much as a cheap pair of shoes. 

Some hospitals use this machine not only to sharpen the 
hospital blades but also to sharpen safety razor blades for 
the personal use of the staff, at a saving for the staff mem- 
bers and a profit to the institution. 





Rubber Utensils Reduce Noise 


With the recent appearance upon the market of a new 
line of molded rubber housekeeping and dishwashing uten- 
sils, hospital noise receives another setback. The list of 
items includes drainboard mats, sink racks, plate scrapers 
and dustpans. This equipment, added to the rubber bucket 
bottoms, rubber bucket handle bumpers, rubber broom and 
mop handle doughnuts and sound absorbing ceilings and 
walls, will make a more nearly quiet hospital. 





Delayed Time Lock for Combination 
Safes 


As a means of further protecting hospital cash, there is 
now available a delayed time lock safe that is a real hurdle 
for stick-up gangs. 

This safe is like any other combination safe except that 
after the combination is thrown a timing mechanism is 
started, thus making it impossible to open the safe for a 
predetermined number of minutes. This mechanism may 
be set for from two to fifteen minutes. Since no robber can 
afford to wait two to fifteen minutes for the safe to open, 
the sign “delayed time lock” on the safe tends to discourage 
robbery. 

These safes may also be equipped with slots in the top 
through which to deposit envelopes of cash. An added fea- 
ture is the key lock in the center of the combination knob. 
Here protection includes the combination, the delayed time 
lock and the necessary key which should always be in a 
distant office. 
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THE EFFICACY OF 
KARO 
IN MALNUTRITION 
AND 


MARASMUS 


Malnourished or marantic infants with low di- 
gestive tolerance need readily assimilable carbo- 
hydrates to meet high energy requirements. 
Karo syrup added to protein milk, acid milk, 
evaporated or dried milk fulfills the special 
requirements of a readily utilized carbohydrate 
because Karo is well tolerated by infants with 


impaired digestive capacity. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 
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Dietetics and Institutional Food Service 
Conducted by Anna E. Botter, Central Free Dispensary at Rush Medical College, Chicago 


Central Tray Service Has Advantages 
Over Decentralized System 


By ELSBETH HENNECKE 


Dietitian, Presbyterian Hospital, Chicago 


for the solution of which there can be no 
universal rule. In these times when econ- 
omy is the watchword of the day it is up to the 
individual institution to work out its own solution. 

Ever since May, 1925, when the floor serving 
kitchens in the private pavilion at Presbyterian 
Hospital, Chicago, were closed and central tray 
service was inaugurated, the dietary staff has 
looked forward to the day when ward kitchens 
could also be closed. This opportunity presented 
itself when, due to decreased occupancy in the 
pavilion, it was decided to adopt central tray serv- 
ice on two ward floors. 

It is an accepted fact that moderate priced 
rooms are most in demand these days. Patients 
who previously have occupied rooms in the pa- 
vilion, the most expensive section, now request 
rooms at lower rates. Since these patients ex- 
pect to receive the same service as before, the 
problem of the tray becomes a vital one. Pavilion 
patients had been accustomed to receiving trays 
served from the central serving room. In the old 
building their trays were being served from the 
floor serving kitchens in charge of a diet nurse 
assisted by maids. 


Patients Like the Plan 


The problem here is a familiar one. The student 
nurse’s classes are not always convenient to meal 
hours; the supervisor, busy with floor duties, is 
not able to be in the kitchen and it is not really 
her job to be there; there are not enough dieti- 
tians to have one in each kitchen. Consequently the 
serving is carried on without constant supervision, 
with the result that trays are hurriedly set up; 
portions of food are either too large or too small, 
usually the former in order to save serving a sec- 
ond helping, and trays are not attractive. 


3 ACH hospital has problems peculiar to itself, 


In other words, it is apt to be a matter of get- 
ting trays out to patients and back to the kitchens 
as quickly as possible. To meet this problem, it 
was decided to serve two of the more important 
floors from the central serving unit. One of these 
was a women’s surgical floor; the other was a 
maternity section. The results of this change 
in the method of serving food have been extremely 
interesting. 

From the first meal served, the patients were 
delighted with their trays. Those who were in the 
hospital when the change was made commented 
immediately on the greater attractiveness of the 
trays. They felt that trays had been set up wit ° 
more care and thought and not as a wholesale lot. 
They knew that experienced dietitians were check- 
ing them and felt assured that their diets were 
correct. The psychologic effect of the difference 
in the set-up of trays even made the food seem 
better. 


Less Food Is Wasted 


As a result of closing the kitchen the patients 
noted that the odor of cooking foods—coffee, 
toast, special orders of steaks and chops—was 
absent. They were also relieved, for nothing is 
more aggravating to a patient than to have the 
aroma of coffee wafted into his room and then not 
to receive any. Nor do patients now hear the dis- 
quieting noises of the dishwashing process which 
was quite unavoidable before. Patients in private 
rooms on those floors are consulted daily concern- 
ing their menus as are pavilion patients. They are 
now actually receiving pavilion service and they 
are content. 

Economically the change has been well worth 
while. Another room is added to the floor, which 
increases revenue. A saving in the amount of raw 
food supplies has been effected. For instance, the 
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MANUFACTURES A COMPLETE 
LINE OF HOSPITAL SILVERWARE 


Write for Samples and Prices 
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diet kitchen staff estimates carefully the number 
of orders of menu food necessary for the next 
meal, and then notifies the chef. The cooks who 
prepare the foods also serve to the individual 
plate. They know the size of helpings the dieti- 
tians wish to serve and can plan their food allot- 
ment accordingly. Food that is left over can be 
taken directly back to the general kitchen where 
it is properly handled at once. In the other situa- 
tion, the nurse in charge of her kitchen does not 
have the facilities to check up closely on her food 
orders and there is more probability that food 
will be left over. 


Greater Variety Is Possible 


The same comparison holds true with such sw 
plies as milk, cream, bread, butter, oranges, 
lemons and coffee kept on hand in the floor kitch- 
ens, except that with these supplies the loss is 
more often due to unnecessary nourishments. We 
have found that actual food waste returned on 
patients’ trays is lowered, in as much as the close 
supervision of trays allows for more nearly cor- 
rect serving portions and closer adherence to pa- 
tients’ wishes. 

Centralized service allows greater variety in 
planning the menu. Many foods are difficult to 
prepare in advance in the main kitchen, to keep 
hot, and then to serve from a steam table at the 
other end. In the central serving kitchen such 
orders may be prepared as needed. Omelets, eggs 
and soufflés are much more attractive and pal- 
atable if they can be prepared as the tray is 
ready for them. 

Steaks and chops are much more delectable 
when served to the plate directly from the grill 
than when they are broiled in the main kitchen 
and held in steam tables for a time. Roast beef 
holds its juice and color better when it is carved 
as needed rather than being sliced ahead of time 
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and kept hot in a steam table. Since the cooks who 
prevare the food also serve it, they take a gre:iter 
interest in both preparation and serving, and they 
can plan variations in the arrangement of food on 
the plate. This the kitchen maid would not do. 

Closing the kitchens has effected a saving in 
gas, steam and refrigeration and, in addition, has 
reduced the time necessary to clean and scrub those 
rooms. 

In taking over these additional trays our per- 
sonnel has not had to be increased, although we 
did not have an excess previously. One of the 
two maids in the larger kitchen was brought down 
to the diet kitchen and the other was left on the 
floor to serve as tray girl. In the other unit the 
maid was also retained by the floor to carry trays. 
The increased work in the central service kitchen 
has been divided so that the burden does not fall 
on any one group. 


Staff Endorses Centralized Service 












‘ 










A 





An important factor has been the splendid co- 
operation and approval of the nursing and medical 
staff. Since we have taken over the serving of 
these two floors we have been requested by the 
staff to take over the serving of the remaining 
floors. Unfortunately it is not possible to do 
this on account of the present physical layout of 
the building. 

We feel that the change from decentralized to 
centralized tray service for these floors has been 
entirely satisfactory. This change could not be 
adopted in all hospitals although I have seen it 
done in several instances with splendid results. It 
shows that reorganization within one’s own de- 
partment may effect changes resulting in a sav- 
ing to the hospital and greater satisfaction to the 
patient. 
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1Read at the meeting of the Illinois, Indiana and Wisconsin Hospital 
Association, Chicago. 








Treatment of Epilepsy” 


This medical monograph covers in a comprehensive way 
the etiology, pathology and treatment of epilepsy. The 
book was written primarily for the physician but since diet 
therapy has so recently and so rapidly become an important 
factor in the treatment of this disease, it is of no less value 
for the hospital dietitian. 

Especial emphasis is laid upon diet, more than one-third 
of the book being devoted to this phase of treatment. This 
section is introduced by a brief summary of the caloric, 
protein, mineral, vitamin and other requirements of the 
normal individual. Merged with this is a detailed discus- 
sion of the use of the ketogenic diet and its clinical results, 





*By Fritz B. Talbet, M.D., clinical professor of pediatrics, Harvard 
University Medical School; chief of children’s medical department, 
— Genera] Hospital, The Macmillan Company, New York, 






together with acidosis, ketosis and dehydration. A chapter 
entitled “Detailed Management of the Diet” gives many 
practical suggestions which bring together in a convenient 
form the points needed in prescribing the diet. 

A summary of the theories regarding various types of 
treatment, low protein, low salt and other methods gives 
the points common to these different methods of treatment. 
The author concludes that the ketogenic diet seems to be 
the most effective method of epilepsy treatment now known. 

An introduction to the book tells of the history, beliefs 
and superstitions regarding epileptic seizures from the 
earliest stages of civilization and the apparent rate of epi- 
leptic incidence today. Persons suffering from these seizures § 
will find encouragement in this introduction. 

The subject matter in the text is presented in an explicit 
style which makes it interesting for both the professional 
reader and the intelligent patient. It is obvious that the 
presentation is timely.—L. G. G. 
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TS zestful flavor, its distinct economy have always lates appetite, speeds gastric digestion of proteins, ac- 


es of 
gives justified Canned Pineapple’s frequent use in the hos- tively helps renal function. Also, numbered among its 
ment. 


: ital. But serve it for these other reasons. too. benefits is its efficacy in raising the alkaline reserve of 
to . 


nl It is now known to be a constant, reliable source of the blood for two hours, at least, after ingestion. 


sliefs any important dietetic values. Recent research discloses Remember that Canned Pineapple is recommended 

. at this universally liked fruit —a favorite with most pa- for daily use. Serve it as a Pineapple Cup of the crushed 

a ents —supplies good quantities of vitamins A,B and C. fruit or tidbits, in a portion of two slices, or with meat 
; Canned Pineapple furnishes essential minerals—iron, courses, in salads, desserts . . . in numerous ways that 

om /pper. phosphorus, caletum and manganese. It stimu- are adaptable to both general and restricted diets. 

; the His 


Educational Committee 


INE \PPLE PRODUCERS COOPERATIVE ASSOCIATION, LTD., 100 Bush Street. San Francisco, California 
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garding the role played by calcium and phos- 
phorus in nutrition can be summed up as 
follows: 

1. Liberal amounts of calcium and phosphorus 
must be present in the diet to ensure growth and 
an adequate rate of calcification of the body. 

The researches of Osborne and Mendel (Jour. 
Biol. Chem., vol. 34, p. 131) demonstrate that rats 
can adapt themselves to shortages of chlorine, po- 
tassium, sodium or magnesium to a surprising 
extent, but calcium and phosphorus must always 
be supplied in relatively liberal amounts. 

2. Deficiencies in skeletal development do not 
necessarily manifest themselves in terms of body 
weight. Experiments with rats have demonstrated 
that inadequate calcification may go unrecognized 
for a long period of time. 

Sherman and Booher recently fed four groups 
of rats on diets identical in all respects except for 
the calcium content, which was 9.16 per cent, 0.21 
per cent, 0.32 per cent and 0.50 per cent. (Jour. 
Biol. Chem., vol. 93, pp. 93-103). The growth in 
body weight was practically the same on all four 
diets, but the calcium content of the bodies of the 
rats on the highest calcium diet was from 17 to 
20 per cent greater than that of the bodies of the 
rats on the lowest calcium diet, indicating that the 
latter animals had grown up calcium-poor without 
outward indications of the fact. 


r | = salient features of present knowledge re- 


Calcium Requirements of Growing Children 


3. Diets that induce more rapid calcification de- 
lay the appearance of senescence and prolong the 
prime of life. 

Sherman and Campbell (Jour. Nutr., vol. 2, 
p. 416, Jour. Biol. Chem., vol. 50, p. 5) have shown 
in the case of rats that by increasing the propor- 
tion of milk in an already adequate diet life was 
lengthened, the age of females at birth of first 
young was decreased, the duration of reproductive 
life was increased and the number of young reared 
by each female was increased. A number of experi- 
ments demonstrate that calcium is the chief factor 
gained by increasing the milk content of the diet. 


Ten Points to Be Remembered About 
Calcium and Phosphorus 


By VICTOR K. LaMER 


Associate Professor of Chemistry, Columbia University 
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4, The calcium requirements of growing chil- 
dren are twice the normal requirements of an 
adult; those of nursing and pregnant mothers are 
three times the normal requirement of an adult. 
The optimal Ca:P ratio probably varies with age. 

Sherman has summarized the work of a number 
of investigators in this field in his book, “Chemis- 
try of Food and Nutrition,” Chapter 13. Cowan 
and Blunt also deal with calcium requirements in 
their book, “Vitamin D and Ultraviolet Light in 
Nutrition,” Chapters 10, 11 and 12. 





Meeting Deficiencies of These Elements 


5. Many American dietaries are below the mini- 
mum requirements desirable for adults largely be- 
cause of an unduly large proportion of sugars, 
white flour and processed corn meal from which 
the naturally occurring forms of calcium and phos- 
phorus have been removed in manufacture. 

The various grains that represent the staff of 
life in the temperate zone are conspicuously poor 
in calcium. The same is true of all fats, all meats 
and most manufactured sweets. Lean meats and 
whole grains are fairly rich in phosphorus but 
three-fourths of the phosphorus content is re- 
moved in making white flour or degerminated corn 
meal. If highly milled products enter largely into 
the dietary and fat meats replace lean meats, or 
if the energy content of the diet is drawn too 
largely from fats and sugars, the calcium and phos- 
phorus intake will be deficient. 

6. Deficiencies in calcium and phosphorus can 
be met by liberal consumption of milk and leafy 
vegetables. 

This fact is shown by the work of McCollum and 
Simmonds and Parsons (Jour. Biol. Chem., vol. 38, 
p. 113) and later papers. 

7. Certain inorganic salts of calcium and phos- 
phorus can function as well as organic forms in 
meeting deficiencies of these elements. 

In 1907 McCollum undertook an exhaustive in- 
vestigation with results favoring the view that the 
body can use inorganic phosphates to meet all its 
phosphorus demands. Later he fed a rat on a diet 
free from phosphorus except for finely ground tri- 
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“GIVING IN’ 


TO THE DOCTOR 


Where are the coffee-lovers who will 
surrender their precious 3-cups-a-day 
without a struggle? Even when you 
suggest “‘decaffeinated coffee’ . . . you 
don’t find them giving in gracefully. 


What it takes is a few good sips of 
Kellogg’s Kaffee-Hag Coffee. Marvelous 
flavor! Rich, mellow . . . Fecause of a 
new secret process. 97% of he caffeine 
is now removed from this superb blend 
of Brazilian and Colombian coffees . . . 
without disturbing thedelicateflaver 
oils in any way. And when the bitter 
caffeine is cut, the true coffee flavor has 
a real chance to develop. 


TRY IT IN YOUR OWN HOME. 
Judge Kaffee-Hag on taste alone. You 
will find it as delicious as coffee can be. 
Kaffee-Hag can be percolated longer 
than ordinary coffee . . . to bring out 
the full flavor and aroma without bitter- 
ness. Mail coupon for professional sample. 











y KAFFEE-HAG 
a » 
Kellogg’s Kaffee-Hag Coffee is accepted 
R ALE, ahaseagapeeePapcineh> ects by the American Medical Association, 
& Committee on Foods, with the statement: 
A i cal “Kaffee-Hag is free from caffeine effect, 
and can be used where other coffee has 


been forbidden.”’ 


The DELICIOUS coffee that's 97% caffeine-free 
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calcium phosphate. Analysis of the body showed 
it to be of normal composition, proving that the 
animal synthesized its own phospho-proteins and 
phosphorized fats from the inorganic tricalcium 
phosphate (McCollum and Simmonds, “Newer 
Knowledge of Nutrition,” p. 11). 

Steenbock, Hart, Sell and Jones (Jour. Biol. 
Chem., vol. 56, p. 375) state that no difference was 
observed in the growth of young rats when the 
dietary calcium was mostly calcium lactate, CaCO,, 
Ca,(PO,)., CaSiO, or CaSO,, if these were fed in 
liberal amount. Growth, however, is not an in- 
fallible criterion for normal development. These 
experiments should be extended by body analyses. 


The Calcium Phosphorus Ratio 


From metabolism balance experiments on two 
young women, Potter and Kramer (Jour. Home 
Econ., vol. 22, p. 923) claim that when calcium and 
phosphorus were supplied mostly in inorganic 
form, the retention was as good as when these 
elements were supplied by raw milk. 

8. There is evidence that the addition to the 
normal diet of either element alone is undesirable ; 
the optimum Ca:P ratio is not established but 
probably lies between 1:1 and 2:1. 

The limited number of experiments in which 
either calcium chloride alone or sodium phosphate 
alone has been added to the milk fed to undernour- 
ished children (Orr, Holt, Wilkins and Boone, Am. 
Jour. Dis. of Children, vol. 28, p. 574) have yielded 
disappointing results and it is well known that 
rickets can be produced by a diet having an abnor- 
mally high or an abnormally low calcium phos- 
phorus ratio. Most workers find good results with 
the ratio within the limits given. 

9. Although vitamin D or irradiation is in- 
volved in the intermediary metabolism of calcium 
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and phosphorus, it cannot serve as a substitute for 
calcium and phosphorus. 

Brown and Shohl (Jour. Biol. Chem., vol. 86, p. 
245) show that calcium and phosphorus must be 
present in the diet in sufficient amounts and in 
correct relationship to each other before rats can 
retain them for normal bone composition, vitamin 
or no vitamin. 

Steenbock (Jour. Biol. Chem., vol. 87) says, 
“Anti-rachitic activation cannot be considered a 
panacea for disturbed calcium metabolism.” 

10. Calcification and decalcification are depend- 
ent upon the activities of the calcium and phos- 
phate ions of the medium through the solubility 
product principle. 

For fundamental work on this principle, the 
reader is referred to Holt, LaMer and Chown, 
“Studies in Calcification” (Jour. Biol. Chem., vol. 
64, pp. 509, 567 and 579). 

The view that the processes of calcification and 
decalcification are regulated by the activities of 
both the calcium and phosphate ions, the latter 
being in turn dependent upon the pH and total in- 
organic phosphorus content of the medium, is a 
particularly valuable one for interpreting the 
absorption and excretion of these salts and the 
influence of abnormal ratios in the diet upon the 
bones and teeth. From this point of view the term 
calcification is incomplete. Both calcium and 
phosphorus are of equal importance in this process 
and to ignore either is bound to be incorrect. 

Recently Klein and McCollum (Science, vol. 74, 
p. 662) made the claim that dental caries in rats is 
conditioned by the level of the blood phosphorus 
which is in turn regulated by the levels of phos- 
phorus, calcium and vitamin D in the diet.* 


1Abstract of paper presented at the joint meeting of the American 
Association for the Advancement of Science and the American Chemical 
Society, Syracuse, N. Y. 





Economical Management of the 


Hospital Kitchen 


Hospitals in Berlin, Germany, have given thoughtful 
consideration to ways of reducing kitchen expenses to a 
minimum. The Berlin correspondent of the Journal of the 


American Medical Association describes these economies. 


A “Criteria for Economical Management of Hospital 
Kitchens” has been published which suggests the following 
economies: 

Every hospital should have a system of diets and a per- 
manent committee on cuisine in charge of preparing the 
menus. As a determination of the food allowance, the 
amount of food left on plates should be considered rather 
than the calorie content of the food. Careful account should 
therefore be taken of the leftover food. 

A large number of side dishes should be avoided. It is 
suggested that an administrative official makes a better 


buyer than the head cook. The use of rye bread in place of 
white bread is recommended when possible. As a minimum 
ration, 200 gm. of rye bread should be sufficient, it is 
pointed out. 

Coffee substitutes should be used in place of coffee, which 
should be prescribed only as a medicine. Butter should be 
used only for patients with stomach ulcers, diabetes, tuber- 
culosis and those requiring forced feeding. A good quality 
of vegetable fat or lard can be substituted and the vitamin 
content made up in other food. The diet for tuberculous 
patients can be cheapened by reducing the butter allowance 
to 50 gm. An average quality of peas, beans, lentils, rice 
and similar foods will be equally as satisfactory as first 
quality items. Expensive olive oil can be replaced by sesame 
oil, peanut oil or soy bean oil. It is reeommended, however, 
that only first quality meats be purchased. The following 
allowance of raw meat (with bones) should suffice: beef, 
120 gm.; pork, 100 gm.; veal, 125 gm.; fish, 250 gm., and 
sausage, 100 gm. 
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i'M ACTUALLY ENJOYING MY 
“ALLERGY” DIET SINCE YOU 
RECOMMENDED RY-KR/SP 
DOCTOR. IT TASTES SO 
GOOD WITH ALL MY FOOD! 





IT'S HELPING, 
TOO. YOURE 
MUCH BETTER 
THAN YOU 








YOUR CONSTIPATION IS DUE TO 

INSUFFICIENT ROUGHAGE, MR. HEWITT. 

TRY EATING SEVERAL RY-KRISP 

WAFERS WITH EVERY MEAL. You’LL 

LIKE THE WHOLE RYE FLAVOR — 

AND YOU'LL FIND 

THEM MOST 
EFFECTIVE 














----- BUT DOCTOR, | GET SO HUNGRY/ 


Pi KEEP RY-KRISP HANDY 
AND MUNCH A WAFER 
WHEN YOU'RE HUNGRY. 
RY-KRISP WAFERS ARE 
DELICIOUS — : 
AND A VERY 
FEW WILL 
PRODUCE A 
SENSE OF \ 
REPLETION 








I'VE ALWAYS EATEN RY-KRISP 
BECAUSE I LIKE IT, DOCTOR. 
\‘D NO IDEA IT COULD BE USED 
IN SO MANY SPECIAL DIETS 


ia ‘VE LEARNED THAT RY-KRISP 
IS AN EXCELLENT FOOD 
BECAUSE IT’S SAFE — 
ANO HIGHLY 
PALATABLE, 
TOO 





RY-KRISP WHOLE RYE 
WAFERS ARE DELICIOUS — 
ACCEPTABLE IN A VARIETY 
OF SPECIAL DIETS 


Y-KRISP WAFERS are made of 

flaked whole rye, water and a 

little salt—double baked for lasting 
. crispness and rich, full flavor. 

Because they’re so safe—the physician finds them 

convenient for use in: Wheat, Egg or Milk-Free 

Diets, Controlled Low Calorie Diets (20 calories 

per wafer), Controlled Moderately Restricted Car- 

bohydrate Diets (3.8 Carbohydrates per wafer), 

Diets Planned to Relieve Dietary Constipation. 


We have prepared a Research Report on Ry-Krisp 
Whole Rye Wafers and a booklet of special recipes 
and diets for Wheat, Egg and Milk-Free Diets. These, 
together with samples of Ry-Krisp, will be sent to 


RALSTON PuRINA COMPANY; Dept. I 
226 Checkerboard Square, St. Louis, Mo. 

Without obligation, please send me your 
Laboratory Research Report on Ry-Krisp, 
a booklet of special recipes, and a supply 
for testing. 


7 AMERICAN 
MEDICAL } 
ASSN. ] 


This offer limited to residents of the United States and Canada 











THE MODERN HOSPITAL 


Vol. XLII, No. 1 


January Dinner Menus for the 
General Hospital Patient 


By NELL TAYLOR WOLFE 


Acting Head Dietitian, Michael Reese Hospital, Chicago 








Day Appetizer or Soup 


Meat or Substitute 


Potato or Substitute 


Vegetable 


Salad 


Dessert 





1. Chicken Broth, Royale 


Roast Goose With 
Baked Apple 


Browned Parisian 
Potatoes 


New Peas 


Head Lettuce, Rus- 


sian Dressing 


Pineapple Mint Ice, 
Sunshine Cake 





2. 


Cream of Mushroom Soup 


Escalloped Noodles 
and Tunafish 


Harvard Beets 


Candlestick 


Apricot Whip, Custard 
Sauce 





. Assorted Hors 


da’ Oeuvres 


Roast Leg of Spring 
Lamb, Jardiniére 


Parsley Buttered 
Potatoes 


Fresh Green Beans 


Persimmon 


Graham Pecan Torte 





. Old Fashioned Vegetable 


Soup 


Chicken Timbales, 
Sauce Supreme 


Whipped Potatoes 


Golden Bantam 
Corn 


Watercress 


Apple Glacé 





. Spiced Grape Juice 


Planked Perch, 
Lemon Butter 


Duchess Potatoes 


Creamed Fresh 
Spinach 


Stuffed Celery 


French Pastry 





. Cream of Cauliflower 


Soup 


Roast Prime Rib of 
Beef au Jus 


English Browned 
Potatoes 


Mashed Rutabagas 


Tomato Aspic 


Sponge Cup Cake, 
Cherry Sauce 





. Golden Bouillon 


Roast Long Island 
Duckling, Currant 
Jelly 


Glazed Sweet 
Potatoes 


Broccoli Hollandaise 


Avocado Supreme 


Lime Ice, Coconut 
Cake 





. Cranberry Cocktail 


Broiled Lamb Liver, 
French Fried Onions 


Potatoes au Gratin 


Carrots Julienne 


Adirondack 


Baked Pear, Caramel 
Sauce 





. Oyster Stew 


Fresh Vegetable Plate, 
Poached Egg 


Mashed Potatoes 


Royal Anne Cherry 


Jelly Roll 





. Consommé Bortsch 


Individual Chicken 
Pot Pie 


Cauliflower 


Orange, Prune and 
Nut 


Grapenut Ice Cream, 
Vanilla Wafers 





. Iced Tomato Juice 


Sweet Bread Patties, 
Victoria 


Parisian Potatoes 


Acorn Squash 


Fruit Salad, 
Chantilly 


Coffee Spanish Creme 





. Cream of Lettuce Soup 


Baked Lake Trout, 
Figaro 


Long Branch 
Potatoes 


Buttered Parsnips 


Cinnamon Apple 


Pumpkin Custard, 
Whipped Cream 





. Purée Vegetable 


Veal Birds, Bordelaise 


Parsley Buttered 
Pota 


Stuffed Eggplant 


Orange Grapefruit 


Cherry Sham Torte 





. French Onion Soup au 


Gratin 


Roast Vermont Turkey, 
Chestnut Dressing 


Whipped Potatoes 


Braised Celery 


Chicory 


Orange Ice, Angel 
Slices 





. Fresh Fruit Cocktail 


Baked Lamb Hash 


Potato Croquettes 


Fresh Green Beans 


Paradise 


Peppermint Tapioca 
Cream, Chocolate 
Sauce 





. Cream of Flageolet Soup 


Broiled Ham, Pine- 
apple Glacé 


Browned Sweet 
Potatoes 


Boiled Savoy 
Cabbage 


Waldorf 


Caramel Eclair 





. Consommé Noodles 


Individual Cheese 
Omelet 


Stuffed Baked 
Potatoes 


Buttered Beets 


Grape 


Apple Brown Betty, 
Apricot Sauce 





. Shrimp Cocktail 


Boiled Fresh Tongue, 
Horseradish Sauce 


Escalloped Potatoes 


Chopped Fresh 
Spinach 


Hawaiian 


_Baked Rice Custard 


With Raisins 





. Minestra Vegetable Soup 


Bluefish Sauté, 
Meuniére 


Whole Potatoes in 
Cream 


Brussels Sprouts 


Cranberry 


Stuffed Baked Apple 





. Cream of Carrot Soup 


English Grill 


Mashed Potatoes 


Kale 


Frozen Fruit 


Boston Cream Pie 





. Consommé, Egg Drops 


Roast Chicken, Celery 
Dressing 


Potatoes Julienne 


Cauliflower au 
Gratin 


Head Lettuce, 
Roquefort Dressing 


Three Ice, Mocha 
Cake 





. Grapefruit Supreme 


Fried Scallops, 
Hollandaise 


Baked Idaho 
Potato 


Mashed Hubbard 
Squash 


Escarole 


Apple Cobbler 





23. Cream of Tomato Soup 


Roast Prime Rib of 
Beef, Yorkshire 
Pudding 


Potatoes Lyonnaise 


White Turnips 


Molded Fruit 


Lemon Bread Pudding 





‘. Clam Chowder 


Chicken Livers en 
Brochette 


Escalloped Potatoes 


Carrots Vichy 


Orange and Date 


Prune Ice Cream, 
Hermits 





. Consommé Jardiniére 


Stuffed Breast of 
Veal 


Parisian Potatoes 


Stewed Tomatoes 
With Okra 


Banana, Peanut 


Macaroon Bavarian 
Cream 





. Cranberry Cocktail 


Baked Chinook Sal- 
mon, Lemon Garnish 


Parsley Buttered 
Potatoes 


Flageolets 


Celery Cabbage 


Rice Imperial 





27. Cream of Celery Soup 


Baked Noodles au 
Gratin 


Red Cabbage, Sweet 
and Sour 


Apple Surprise 


Napoleon Slice 





. Consommé Liver 


Quenelles 


Roast Vermont Tur- 
key, Oyster Dress- 
ing 


Sweet Potato Puff 


Broccoli 


Poinsettia 


Banana Ice Cream, 
Lady Baltimore Cake 





. Purée Mongol 


Chicken Fricassee, 
Hot Biscuits 


Mashed Potatoes 


Browned Parsnips 


Cole Slaw, Cream 
Dressing 


Jellied Prunes, Almond 
Sauce 





. Fresh Fruit Cocktail 


Beef Patties 


Potatoes Anna 


Grilled Onions 


Vegetable Aspic 


Chocolate Cream Roll 





. Cream of Lima Bean 


Soup 


Omelette Creole 
With Shrimps 


Duchess Potatoes 


Brussels Sprouts 


Fig and Cream 
Cheese 


Fruit in Gelatin, 
Whipped Cream 








*Recipes for any of the above dishes will be supplied upon request by Anna E. Boller, Central Free Dispensary, Rush Medical College, Chicago. 
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Good X-ray Service Builds 
PRESTIGE 


HOW your visiting and resident staffs regard your x-ray depart- 
ment has a powerful influence on the prestige of your hospital. Radi- 
ography steadily grows in importance in arriving at early, accurate 
diagnoses. Physicians more frequently depend upon its aid. So the 
hospital which offers outstanding x-ray service gains their esteem. And 
this regard soon spreads throughout the community. 


To maintain the highest type of service, the materials used in your 
x-ray department must be the last word in dependability. Standardized 
exposure technics and processing procedures, which are followed to 
produce best results, are based upon uniformity of x-ray films and 
chemicals. 

Uniform Films . . . Pure Chemicals 


This dependability is characteristic of Eastman products. The films 
have maximum speed and contrast. Each is the same as the last one 
the same as the next. Eastman Prepared Processing Powders are pure 
... properly compounded. With them the x-ray department produces 
better radiographs. Retakes become a rarity. The staff is pleased. 
Economies are effected. Eastman Kodak Company, Medical Division, 
Rochester, New York. 


EASTMAN Ultra-Speed X-RAY FILMS 
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NEWS OF THE MONTH 


Institute Committee of American Hospital 


Association Makes Plans for 1934 


A recommendation that an institute 
for hospital administrators be held in 
Chicago in 1934 was made by the com- 
mittee in charge of last year’s insti- 
tute in their report to the trustees of 
the American Hospital Association 
which was released on December 18. 

At its last meeting the trustees re- 
appointed and enlarged the committee 
on arrangements and gave it power to 
act. The committee now includes: 
Michael M. Davis, Julius Rosenwald 
Fund, chairman, L. C. vonder Heidt, 
West Suburban Hospital, John C. Dins- 
’ more, University of Chicago Clinics, 
Paul H. Fesler, Wesley Memorial Hos- 
pital, Asa S. Bacon, Presbyterian 
Hospital, Dr. Malcolm T. MacEachern, 
American College of Surgeons, Dr. 
William H. Walsh, and Dr. Bert W. 
Caldwell, American Hospital Associa- 
tion. All are in or near Chicago. 

In submitting their report the com- 
mittee summarized the experience 
gained from the 1933 institute and 
made the following statements and rec- 
ommendations: 

1. That convenient suitable housing 
and classrooms, such as were provided 
last year, are essential to the success 
of an institute. 

2. That the registration fee be raised 
to $10. 

3. That a fuller use be made of the 
time, including, perhaps, sessions in the 
evenings and on Saturday mornings. 


4. That the length of the course be 
reduced to two weeks. 

5. That the schedule of afternoon 
“clinics” be more definitely coordinated 
with the lectures and seminars and be 
conducted in not more than ten hospi- 
tals with visits of inspection to other 
hospitals. 

6. That the seminars be conducted 
by one leader instead of several and 
that the material to be presented be 
reviewed in advance by the committee 
in charge. 

7. That the number of students be 
limited. 

8. That the students be classified ac- 
cording to their backgrounds and 
needs with an opportunity for the 
more mature ones to specialize. 

9. That lecture and clinic material 
in 1934 be entirely new. 

10. That more time be taken for 
planning the 1934 institute. 

11. That it be clearly recognized that 
a short institute does not take the place 
of a thorough course for the training 
of hospital administrators. 

12. That, while there would be ad- 
vantages in choosing different places 
for the institute, particularly places 
near the convention city, the advan- 
tages of Chicago, namely, central loca- 
tion, adequate facilities at the Univer- 
sity of Chicago, and experience gained 
with this year’s institute, outweigh 
other considerations. 





Traumatic Hospital 
Extends Work in N. Y. 


Expansion of its activities in caring 
for industrial accidents has been un- 
dertaken by the Traumatic Institute 
of Brooklyn, N. Y., which for four 
years has centralized its efforts in that 
borough. A branch building has lately 
been opened at 130 William Street, 
Manhattan, where workers injured 
while at their employment are re- 
ceived. This branch is also designed to 
be of service to insurance companies 
in the district who have no clinics of 
their own or lack equipment. 

The New York branch is open only 
during business hours, but the main 


headquarters in Brooklyn offer twenty- 
four-hour service. 

Dr. William Murray Ennis is surgi- 
cal director of the institute, and 
Charles N. Alvarez is vice president. 
James E. Donahoe, formerly deputy 
commissioner of the city’s department 
of hospitals, is also associated with 
the institute. 





Bellevue Unit Gets 
$4,000,000 From PWA 


The sum of $4,000,000 has been al- 
lotted by the public works administra- 
tion to New York City for a unit for 
tuberculous patients for Bellevue Hos- 


pital. This is to be an eight-story fire- 
proof unit. Thirty per cent of the cost 
of labor and material, which will total 
approximately $3,162,000, is a grant, 
and the balance is a loan secured by 
4 per cent serial bonds of the city of 
New York. Construction, it is said, can 
start in one month. 





Fund Grows for A. H. A. 
Agent in Washington 


Subscriptions by hospitals to the 
special fund being collected by the 
American Hospital Association for the 
maintenance of a representative in 
Washington have been coming in satis- 
factorily, according to Dr. Bert W. 
Caldwell, executive secretary. 

George A. Collins, whose appoint- 
ment as representative was announced 


last month, has had extensive experi- 
ence in hospital work and in public 
life. He became superintendent of the 
old Denver County Hospital, Denver, 
in the fall of 1916 and served in that 
capacity until June, 1919. In 1922 he 
was appointed manager of the depart- 
ment of health and charity of Denver 
and in addition to those duties assumed 
the active superintendency of the Den- 
ver General Hospital. 





Goldwater Named N. Y. 


Hospital Commissioner 
Dr. S. S. Goldwater, well known hos- 
pital consultant and chairman of the 
council on community relations of the 
American Hospital Association, has 
accepted the position of commissioner 
of hospitals of New York City, effec- 
tive January 1. Doctor Goldwater has 
been health commissioner of New York 
City, superintendent of Mount Sinai 
Hospital, New York City, and presi- 
dent of the A. H. A, 
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ELI LILLY AND COMPANY 


FOUNDED 1876 


Makers of Medicinal Products 


LEXTRON 


(Pulvules No. 55) 


FOR ORAL USE IN ANEMIA AND 
OTHER CONDITIONS 


A liver-stomach concentrate with 
iron and vitamin B. 

Effective—nine capsules produce at 
least 75 percent as much hemo- 
globin as 300 grams of fresh 
liver. 

Convenient—three capsules, t. 1. d. 


PROMPT ATTENTION GIVEN TO PHYSICIANS’ INQUIRIES 


ADDRESS ELI LILLY AND COMPANY, INDIANAPOLIS, INDIANA, U.S.A. 
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NEWS OF THE MONTH 


Administrative Problems, Finance and Public 


Relations Discussed at Washington Meeting 


The Washington State Hospital Con- 
ference held its quarterly meeting at 
Harborview Hospital, Seattle, on No- 
vember 18, with C. J. Cummings, su- 
perintendent, Tacoma General Hospi- 
tal, Tacoma, presiding. The morning 
session was devoted to a round table 
discussion on administrative problems, 
such as staff meetings, nursing educa- 
tion, collections for accident cases, 
publicity and group nursing. 

In the afternoon the program cen- 
tered around problems of community 
relations and hospital finance. Dr. 
M. T. MacEachern, director of hospital 
activities, American College of Sur- 
geons, summarized recent develop- 
ments in hospital economies, and urged 
individual superintendents to consider 
carefully such measures as purchasing, 
salary reductions, local government 
support and group hospitalization. 

Dr. J. R. French, Los Angeles, spoke 
on “The New Era in Hospital Service.” 
Doctor French is president of the 
Western Hospital Association. He em- 
phasized the role of the hospital as the 
logical center for medical service in a 
community, and urged the voluntary 


hospitals to assume leadership before 
political agencies forced action that 
might be inimical to their best inter- 
ests. 

C. Rufus Rorem, Julius Rosenwald 
Fund, Chicago, told of the trend in 
group hospitalization throughout the 
United States. In the state of Wash- 
ington group payment for hospital 
care has been carried on for several 
years through proprietary associations 
which also arrange contracts for phy- 
sicians’ services. The hospitals are 
reimbursed by the associations. More 
recently local medical societies have 
organized “medical service bureaus” 
which contract with employed groups, 
offering medical and hospital care and 
free choice of practitioner. 

Dr. Wm. H. Walsh, Chicago, con- 
sultant for the construction of Harbor- 
view Hospital, spoke on the adminis- 
trative problems of introducing group 
hospitalization plans. More than sev- 
enty persons were in attendance, rep- 
resenting hospitals and the medical 
profession throughout the state. The 
next meeting will be held in March at 
Spokane. 





Michigan Nursing League 
Will Meet in Detroit 


The Michigan League of Nursing 
Education will hold an institute for 
nurses in Detroit on February 16 and 
17. Sessions will be held at Henry 
Ford Hospital and Herman Kiefer 
Hospital. The discussion will center 
around the topic “The Nurse and the 
Community.” Marion Howell, dean of 
the school of nursing, Western Re- 
serve University, will be the principal 
speaker. Leaders of the medical, social 
work and nutrition groups will also 
speak. 

An exhibit of material for use in 
teaching nurses will be held in the 
education building at Henry Ford Hos- 
pital. Juliet George, of that institu- 
tion, is in charge of this material. 

The registration fee for the three 
sessions is $1, or $0.50 for each session. 
A number of rooms are available at 
McLaughlin Hall, Harper Hospital, 


for out of town nurses at a cost of 
$0.50 a night. Anne L. Austin, assist- 
ant principal of Farrand Training 
School of Nursing, Harper Hospital, 
is in charge of reservations. 





Urges Greater Engineering 
Economy in Hospitals 


The significance of engineering 
economy in hospital design was 
brought to the attention of New York 
City engineers by Charles F. Neer- 
gaard, hospital consultant, in an ad- 
dress made before the November meet- 
ing of the New York chapter of the 
American Society of Keating and Ven- 
tilating Engineers. 

Mr. Neergaard directed the atten- 
tion of those present to the major part 
played in the hospital’s economic struc- 
ture by engineering services and 
urged more efficient planning. 





Huntington Hospital 
Is Formally Opened 


The new Huntington Hospital, Hun- 
tington, N. Y., the corner stone of 
which was laid last June, has now been 
formally opened. The new structure 
has a capacity of seventy beds and in- 
cludes a thoroughly modern x-ray de- 
partment, maternity suite, emergency 
room, nursery, food service room and 
laboratory. The old building is being 
used as a home for the nursing staff. 
Agnes Martin is superintendent of the 
institution. 





New Jersey Group Meets 
at State Hospital 


The New Jersey State Hospital, 
Marlboro, N. J., was the scene of a 
recent meeting of the New Jersey Hos- 
pital Association, the members of that 
organization being invited to inspect 
the institution after participating in 
the program arranged for the after- 
noon session. 

Marie Louis, president of the asso- 
ciation, presided, and introduced the 
speakers who included Fred W. Heff- 
inger, superintendent of Mercer Hospi- 
tal, Trenton, who explained the attack 
upon the constitutionality of the New 
Jersey hospital lien law; J. Harris 
Underwood, Underwood Hospital, 
Woodbury, who discussed the proposal 
for reimbursing hospitals from auto- 
mobile license fees, and Frank Van 
Dyk, executive secretary, Associated 
Hospitals of Essex County, Inc., who 
covered the subject of reduction in the 
price of milk for New Jersey hospitals. 

A discussion on whether the New 
Jersey Hospital Association should 
sponsor a standard length of working 
day for special and hospital nurses at 
eight, ten or twelve hours was led by 
Dr. George O’Hanlon, director, Jersey 
City Medical Center, Jersey City. 

There were further discussions on 
“Psychotherapy and Psychoanalysis in 
a State Mental Hospital,” by Dr. C. C. 
Graves, Marlboro State Hospital, and 
“Preventive and Social Aspects of the 
Mental Disease Problem,” by G. L. 
Jones, also of Marlboro. 

After a brief description of the New 
Jersey State Hospital by Robert W. 
Cox, superintendent, the members and 
visitors inspected the institution. 
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DAUGHTER of CROESUS 


A FANTASY IN ONE ACT 


FIRST SCENE 


A private suite on an upper floor 
of a hospital. In the background 
a nurse is preparing a medicine. 
In the left foreground, reclining in 
a deep chair is the Daughter of 
Croesus. Half sitting on the arm 
of her chair, leaning over her, 
worshipping this child of his age, 
is Croesus, bimself. His voice is 
low as he talks to her. 


CROESUS: “Just a few days now and we'll 
have you out where the soft sea breezes 
can blow the roses back into your cheeks.” 


She takes his hand and rewards 
him with a warm smile. To cover 
his emotion Croesus stoops, kisses 
her hair lightly, exits hurriedly. 


SECOND SCENE 


The superintendent's office on the 

first floor. Seated beside the desk 

i’ Croesus, listening attentively to 

‘he superintendent who is leaning 
‘ross the desk, speaking rapidly 
id earnestly. 


= 





SUPERINTENDENT: “In industry you 
have your research laboratories. Expensive 
as they are, you would not discontinue 
them. Discoveries, new ideas, improve- 
ments developed there are guarded closely, 
patented. They are the lifeblood of busi- 
ness on which profits are based.” 


He draws desk pad toward him 
and prints out words: BUSINESS 
—RESEARCH—PROFITS. 


SUPERINTENDENT CONTINUES: “We 
have our research laboratories, too. But 
the discoveries made here and in other hos- 
pitals are not guarded closely for profit— 
they are given to the world. 


“When you brought your daughter here 
you told us to spare no expense. But, what- 
ever our bill may be, we cannot charge you 
for the research work, the time, the equip- 
ment, the energy and genius that were em- 
ployed in years past in the work of restor- 
ing her to you, nor for the work still to be 
done in the general task of giving health. 
That is a continuing charge and responsibil- 
ity that must be met by society as a whole. 





“Perhaps you understand now why we come 
to you every year asking for support. If it 
had not been for physicians and surgeons 
working in hospital laborator*‘es without 
thought of profit your daughter would not 
have lived . . . Other fathers also have 
daughters.” 


Superintendent pauses, swings about 
in chair and studies ceiling. Croe- 
sus unconsciously turns his eyes to 
ceiling also. Both men sit quietly 
several moments. Then Croesus 
draws check book from pocket, 
spreads it open on desk, clears 
throat lustily and speaks. 


CROESUS: “I pledge my support.” 


Croesus suits action to his words, 
writes check, tears it out of book 
and lays it on desk. Croesus rises 
to leave. Superintendent also rises. 
They clasp hands. 


CROESUS: “You have opened my eyes 
.. . You have set me wondering why gifts 
of money are set up as charity while your 
gifts of life are blandly accepted as duty”. 


CURTAIN. 





— 


WILL ROSS, INC., Wholesale Hospital Supplies, 779-783 N. Water St., Milwaukee, Wis. 
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NEWS OF THE MONTH 


Standardization of Hospital Accounting Methods 
Urged in Report of Canadian Committee 


The committee on administration 
and statistics of the Canadian Hospi- 
tal Council pointed out in a recent 
report the need for standardization 
and simplification of hospital account- 
ing and recommended the appointment 
of a committee to draft a chart of ac- 
counts for Canadian hospitals. The 
chairman of the committee making the 
preliminary report was Dr. George 
Williams, Winnipeg, Man., and other 
members included well known hospital 
administrators from various provinces, 
all of them active in the work of the 
American Hospital Association. 

The preliminary report of the com- 
mittee pointed out the inadequacy of 
the “cost per patient day” as an ex- 
pression of hospital efficiency or as the 
basis for comparing the activities of 
different institutions. The report 
stressed the necessity of dividing the 
costs of different hospital activities 
into significant units and measuring 
the costs of the separate units such as 
patient days of care, laboratory tests, 
surgical operations and x-ray treat- 
ments or examinations. The views of 
the committee are in direct accord with 


the program of the advisory commit- 
tee on accounting of the council on 
community relations and administra- 
tive practice of the American Hospital 
Association. W. R. Chenoweth, super- 
intendent, Royal Victoria Hospital, 
Montreal, Que., is a member of both 
groups. 

The recommendation on unit costs is 
set forth as follows: “It is strongly 
recommended that the Canadian Hos- 
pital Council establish the use of the 
cost per patient day as a comparable 
unit of cost between hospitals by a 
uniform method of computation of the 
patient days, uniformity in accounting 
for operating costs, classification of 
hospitals by location, type, bed capac- 
ity and service department and a lim- 
itation of comparisons on this basis 
within these classes.” The committee 
also recommends that “ail hospitals be 
urged to adopt the unit accounting 
system, to define units of cost, and to 
cooperate with any other organizations 
on this problem.” 

Copies of this bulletin may be ob- 
tained by addressing Dr. G. S. Wil- 
lici:as, Children’s Hospital, Winnipeg. 





New Jersey Dietitians 
Hold Fall Meeting 


Further advancement of its activi- 
ties was planned by members of the 
New Jersey State Dietetic Association 
which held its fall meeting at the New 
Jersey College for Women, New 
Brunswick, on November 23. Despite 
the fact that it is only in its second 
year, reports rendered indicated that 
the association has made rapid strides 
and is establishing a solid foundation 
on which to build for the future. 

Alberta Dent, president, presided at 
the sessions which included an inter- 
esting program of speakers and also 
time set aside for renewing friendly 
relations at the luncheon table and 
during tea hour. 

A report of the American Dietetic 
Association meetings in Chicago was 
made at the morning session by M. Es- 
telle Kribs, dietitian, Hackensack Hos- 
pital, Hackensack. Dr. Paul Keller, 


superintendent, Beth Israel Hospital, 
Newark, discussed the relation of the 
dietitian and the dietary department 
to the hospital organization. “In con- 
sidering the dietary department,” he 
said, “its importance is further em- 
phasized by the fact that one-fourth 
of the monthly expenditures of the 
hospital is expended by this depart- 
ment, and the psychological factor of 
keeping a large number of patients 
well satisfied is also its responsibility.” 
While not on the official program, 
Frank Van Dyk, executive secretary, 
Associated Hospitals of Essex County, 
Inc., also addressed the gathering in- 
formally. The morning session was 
brought to a close by a talk by Quin- 
dara Oliver Dodge, president, Ameri- 
can Dietetic Association, on “Affilia- 
tion Problems and the Relation of the 
Affiliated State Associations to the 
American Dietetic Association.” 
After a luncheon at which the va- 
rious guests were introduced, Joseph 


Callaway, Jr., chief, New York Sta 
tion, Food and Drug Administration, 
U. S. Department of Agriculture, dis- 
cussed the provisions of the proposed 
new federal foods and drug act. Ade- 
line Wood, supervising dietitian, 
Mount Sinai Hospital, New York City, 
was the other speaker, taking for her 
topic, “Marketing Problems and Pro- 
cedures of the Institution Buyer.” The 
balance of the afternoon was set aside 
for social activities. 





“Handbook of Hospital 
Management" Is Published 


“Handbook of Hospital Manage- 
ment” by Matthew O. Foley, editorial 
director of Hospital Management, is a 
compilation of useful information for 
the guidance of hospitals. 

In question and answer form, it out- 
lines the standards that have been rec- 
ommended by committees of the Amer- 
ican Hospital Association, by the 
American College of Surgeons and by 
Jeaders in the hospital field. The eleven 
chapters cover types of hospitals, the 
hospital board, the superintendent, the 
staff, business and service statistics, 
records, out-patient service, National 
Hospital Day, publicity for hospitals, 
women’s auxiliaries and associations 
and journals serving the hospital field. 
There is a numerical list of the ques- 
tions which serves as a convenient 
index. 

The book is expected to have wide 
circulation among board and staff 
members and among superintendents, 
especially those whose experience in 
the hospital field is limited. It is pub- 
lished by the author at Downers Grove, 
Illinois. 





Montefiore Decorates 
Children's Wards 


Mural paintings on the walls of the 
boys’ and girls’ wards of the Monte- 
fiore Hospital for Chronic Diseases, 
New York City, have lately been un- 
veiled. These depict seaside scenes 
and are the work of Robert Pallesen. 

The decorations, which were a gift 
to the hospital, were accepted on be- 
half of the institution at the unveiling 
ceremonies by Dr. E. M. Bluestone, 
director. 
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Well 


I'll be darned! That IS 


Your density ela ize)| fo} ol 48h) 
a new field of more definite 
diagnosis. . 


the answer to uniform results of 


standardization. 


A lremarkable tool, most 
helpful and revolutionary. 


The above expressions are actual statements of 
Roentgenologists who saw the Techron in action at 
the American Congress of Radiology in Chicago, 
September 25-30, 1933. 

These men—representative of the Roentgen Ray 
profession—were astonished to see such a radical 
and progressive development in X-ray apparatus 
construction, with such far-reaching possibilities. 

They realized that at last it is possible not 
only to produce high-class radiographs, but to 


do it consistently and routinely, with the Techron. 


THE KELLEY-KOETT MFG. CO., INC. 


WE 00 OUR PART 


The greatest ad- 
vance since the 
Potter-Bucky 
Diaphragm.” 


Though it is the first and only X-ray apparatus 
with a built-in system of standardized anatomical 


energy technique, it is basically sound, because it 


employs in its design some principles that have been 


in use in our research department for many years. 
Beautifully finished in either statuary bronze and 
polished brass or black velvet duco and handsome 
chrome nickel, the Techron is attractive enough to 
qualify for a position in the most up-to-date 
office or laboratory. Mail the coupon, get the 


us. 


facts, and then you can judge for yourself. 


219 West Fourth Street, Covington, Ky. 


Gentlemen:—I want to keep in step with progress. Without any obligation on my part, send me 


Bulletin No. 30. 
Name . 
Address 


lodern as Tomorrow” City... 
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NEWS OF THE MONTH 





Group Hospitalization Projects Described 


at Meeting of Community Relations Council 


Group hospitalization projects in 
nineteen different states were de- 
scribed by C. Rufus Rorem, Chicago, 
associate director for medical services, 
Julius Rosenwald Fund, in a report to 
the council on community relations and 
administrative practice of the Ameri- 
can Hospital Association. The council, 
of which Dr. S. S. Goldwater, New 
York City, is chairman, held its regu- 
lar quarterly meeting at Mount Sinai 
Hospital, New York City, on December 
16 and 17. Established citywide plans 
sponsored on a nonprofit basis con- 
tinue to increase their membership, 
Mr. Rorem stated. 

Mr. Rorem said that group hospital- 
ization plans are now in operation in 
the following states: Arkansas, Cali- 
fornia, Colorado, Idaho, Illinois, Iowa, 
Kansas, Kentucky, Louisiana, Minne- 
sota, Missouri, North Carolina, Ohio, 
Oregon, Tennessee, Texas, Vermont, 
Washington and West Virginia. 

New plans organized along the lines 
advocated by the American Hospital 
Association have recently been estab- 
lished in St. Paul, Minn., Raleigh, N. C., 
and New Orleans, Mr. Rorem ex- 
plained. He said that in Akron, Ohio, 
the employees of the Goodyear Tire 
and Rubber Company have more than 
15,000 subscribers enrolled. In Louis- 
ville, Ky., and Cleveland special com- 
mittees of the local hospital councils 
have been appointed to cooperate with 


local civic and professional groups in 
inaugurating hospital care associa- 
tions. 

Mr. Rorem believes that there is a 
trend in group hospitalization toward 
including the family members of em- 
ployees, also self-employed individuals, 
among the beneficiaries. He pointed 
out that in Seattle and Tacoma, Wash., 
and Portland, Ore., the county medical 
societies have assumed full responsi- 
bility for group hospitalization by in- 
cluding hospital services along with 
the professional services of participat- 
ing practitioners. 

The members of the council on com- 
munity relations and administrative 
practice through their chairman, Doc- 
tor Goldwater and Dr. Nathaniel W. 
Faxon, Rochester, N. Y., president of 
the American Hospital Association, re- 
affirmed their approval of group hos- 
pitalization as a method of placing 
hospital care in the family budget 
along with other necessities. 

With regard to the “insurance” 
phase of group hospitalization which 
has attracted so much attention, par- 
ticularly among the medical profes- 
sion, Mr. Rorem said: 

“In states where group payment 
plans for hospital care are classified 
as insurance, group hospitalization 
sponsors should examine the legal pro- 
visions in order that existing regula- 
tions may be complied with or more 





Committee Will Prepare 
Guide for Councils 


A new subcommittee of the council 
on community relations of the Amer- 
ican Hospital Association has been 
appointed by Dr. S. S. Goldwater, 
chairman, to study the operation of 
hospital councils and prepare a prelim- 
inary statement which will serve as a 
guide to persons organizing or plan- 
ning to organize hospital councils in 
their communities. 

Dr. Michael M. Davis, director for 
medical services, Julius Rosenwald 
Fund, is chairman of the new subcom- 
mittee. Mary L. Hicks, Louisville, Ky., 
and Dr. Joseph C. Doane, superintend- 





ent, Jewish Hospital, Philadelphia, and 
editor of the The MODERN HOSPITAL, 
are the two other members appointed 
from the council. In addition there 
are two members of the subcommittee 
who are not members of the council, 
namely, Dr. W. Frank Walker of the 
Commonwealth Fund and Ralph 
Blanchard of Community Chests and 
Councils, Inc. Doctor Walker and Mr. 
Blanchard have accepted membership 
individually rather than as representa- 
tives of their respective organizations. 

The new subcommittee will not at- 
tempt at this time to prepare an au- 
thoritative set of standards for hos- 
pital councils, because developments 
are taking place too rapidly. 


appropriate legislation suggested. In 
states where insurance laws do not 
apply, local hospital groups should in- 
sist on high professional ethics and 
freedom from commercialism. 

“Group hospitalization should be 
regulated by appropriate action, but 
these regulations should enable rather 
than hinder budgeting of the unpre- 
dictable and uneven costs of hospital- 
ized illnesses. The important point is 
not whether group hospitalization is 
‘insurance,’ but whether group hospi- 
talization is a good thing for taxpay- 
ers, hospitals, patients and physicians.” 








Coming Meetings 
c 


American Association of Hospital Social 

Workers. 

President, Elizabeth Gardiner, Univer- | 
sity of Minnesota, Minneapolis. 

Executive secretary, Helen Beckley, 18 
East Division Street, Chicago. 

Next meeting, Kansas City, Mo., May 
20-26. 


American College of Surgeons. 
President, Dr. m. David Haggard, 
Nashville, Tenn. 
Executive secretary, M. T. Farrow, 40 
East Erie Street, Chicago. 
Next meeting, Boston, October 15. 


American Hospital Association. 
President, Dr. Nathaniel W. Faxon, 
Strong Memorial Hospital, Rochester. 
Executive secretary, Dr. Bert W. Cald- 
well, 18 E. Division Street, Chicago. 
Next meeting, Philadelphia, September 
24-28. 

American Nurses’ Association, National 
League of Nursing Education and Na- 
tional Organization for Public Health 
Nursing. 

Next meeting, Washington, D. C., April 
22-27. 3 

Joint Meeting, Illinois Indiana and Wis- 

consin Hospital Associations. 
Chicago, May 2-4. 
Joint Meeting, Ohio, West Virginia and 
Kentucky Hospital Associations. 
Cincinnati, April 17-19. 
New England Hospital Association. 
President, Scott Whitcher, St. Luke’s 
Hospital, New Bedford, Mass. 
Secretary, Dr. Albert G. Engelbach, 
Massachusetts General Hospital. 
Next meeting, Boston, February 16-17. 


Hospital Association of Pennsylvania. 
President Jessie J. Turnbull, Elizabeth 
Steel Magee Hospital, Pittsburgh. 
Secretary, Howard E. Bishop, Robert 
Packer Hospital, Sayre. 

Next meeting, Pittsburgh, April 10-12. 

Washington State Hospital Conference. 

President, A Cummings, Tacoma 
General Hospital, Tacoma. 

Secretary, Dr. A. C. Jordan, Harborview 
Hospital, Seattle. 

Next meeting, Spokane, March 7. 


Western Hospital Association. 

President, Dr. J. Rollin French, Golden 
State Hospital, Los Angeles. 

Secretary, Lola M. Armstrong, R.N., edi- 
tor, Western Hospital Review, Los An 
geles. 

Next meeting, Sacramento, Calif., April 
9-13. 
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Exploding YY 


U 
A 


The Theory: “tf you want any- 


thing done well, you must do it yourself” 


There is enough bothersome detail for every superintendent of nurses to take care of without the added trouble 
and worry over student outfits. If there were no other way to be sure that your students would be uniformly and 
satisfactorily outfitted you couldn’t be blamed for supervising the preparation of each student’s garments—but 
Marvin-Neitzel has been assuming this responsibility for so many superintendents of nurses for such a long time 
that it is hardly worth while to try to do it all yourself. 

Naturally, you dictate the style and school specifications but there your responsibility ends and ours begins. We 
furnish special order blanks which your prospective students fili in and return to us. We make up the number of 
garments specified, exactly to your specifications so that you can be sure of uniformity. We collect the money from 
the student if you want us to and deliver each outfit in time for your Class to enter training. 

You will find that in addition to this relief from detail you will secure Sanforized-Shrunk (Permanent-Fit) gar- 
ments which will outwear other garments which have not been treated by this patented shrinking process. And 
your students will pay no more for Marvin-Neitzel quality than they must for ordinary outfits. Mail the coupon so 
that we can send you a test outfit. 


MARVIN-NEITZEL CORPORATION 


Troy, New York—192 Lexington Avenue, New York City 


3G» 


Send : sample student outfit, free of charge, and we’ll give it a thorough inspection and test. 
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50 New York Hospitals 
Spend $26,000,000 Yearly 


The estimated operating expenses of 
fifty of the fifty-six voluntary hospitals 
affiliated with the United Hospital 
Fund of New York which is making 
its annual appeal for money to provide 
free care, aggregate $26,359,674 year- 
ly, it was announced recently by Henry 
J. Fisher, president of the fund. 

These hospitals report estimated op- 
erating income of $17,916,699, leaving 
an estimated operating deficit of $8,- 
465,880. Estimated income from en- 
dowment is $3,745,983, leaving $4,553,- 
995 to be obtained in order to balance 
the budgets of these hospitals. 

The hospitals proper and their out- 
patient departments, Mr. Fisher 
pointed out, care for more than 1,900,- 
000 patients each year. Even with the 
moderate compensation given hospital 
employees, their pay rolls amount to 
$14,621,000. Expenditures for medical 
and surgical supplies and food total 
about $8,000,000 annually. The food 
bill alone is $3,854,000. 





Connecticut Hospitals 
Hold Annual Meeting 


Such subjects as hospitals and the 
insurance companies, uniform rates 
and overproduction of nurses occupied 
the attention of members of the Con- 
necticut Hospital Association, who held 
their annual meeting at Sterling Hall, 
Yale University, New Haven, Conn., 
on November 21. 

Albert W. Whitney, associate gen- 
eral manager, National Bureau of 
Casualty and Surety Underwriters, 
presented the subject of hospitals and 
the insurance companies, following 
which there was a discussion of the 
subject opened by Dr. Lewis A. Sex- 
ton, superintendent, Hartford Hospi- 
tal. The discussion on uniform rates 
opened the afternoon meeting and was 
led by Dr. Allan Craig, director, Char- 
lotte Hungerford Hospital, Torrington. 
Following this the overproduction of 
nurses was considered, discussion on 
this subject being led by Maud E. 
Traver, director of nurses, New Brit- 
ain Hospital, New Britain. 

Doctor Craig was elected president 
of the association, a post formerly oc- 
cupied by Oliver H. Bartine, superin- 
tendent of Bridgeport Hospital, 


NEWS OF THE MONTH - 


Bridgeport. Albert W. Buck, superin- 
tendent, New Haven Hospital, New 
Haven, continues as vice president as 
does Anna M. Griffin, superintendent, 
Danbury Hospital, Danbury, as treas- 
urer. Lucy B. Abbott, superintendent, 
William W. Backus Hospital, Norwich, 
succeeds Maud E. Traver as secretary. 





Maryland Would Limit 
State Hospital Admissions 


An attempt is being made in Mary- 
land to limit admissions to state hos- 
pitals in order that existing facilities 
may be used to the fullest extent in 
the care of urgent and favorable 
cases, the Journal of the American 
Medical Association reports. The state 
board of mental hygiene has asked 
physicians to urge private hospital 
care for patients who can afford it, 
and home care for those to whom the 
public hospitals can offer only custodial 
care. 

The board requests that physicians 
commit to state institutions only pa- 
tients for whom the hospitals offer a 
chance of successful treatment, or 
those whose presence at home consti- 
tutes a menace. It is pointed out by 
the board that unless this plan is un- 
dertaken as an emergency measure, 
overcrowding and decreasing budgets 
will reduce hospital service to an alms- 
house level. 





St. Louis Will Spend 
Huge Sum on Hospitals 


By a majority of eleven to one the 
voters of St. Louis recently authorized 
the repeal of $1,500,000 of bridge 
bonds voted in 1923 but not needed 
and the issuance of a like amount of 
bonds for hospital purposes. These 
funds will be used in a hospital devel- 
opment program which, it is expected, 
will finally cost $2,225,000. The city 
expects a federal grant of $540,000 
and, in addition, has $185,000 to spend 
from its standing hospital fund. 

The hospital building program is as 
follows: 

Completion of Negro hospital, $700,- 
000. This includes two ward units to 
accommodate 600 patients. A service 
building is now nearly finished and an 
administration building is under con- 
struction with funds voted earlier. 





Building a unit for tuberculous chil- 
dren at Koch Hospital, $575,000. 

Complete remodeling of City Hospi- 
tal observation ward, $225,000. 

Additional solariums at City Sani- 
tarium, $275,000. 

A new building at St. Louis Train- 
ing School (for feeble-minded), $:25,- 
000. 

Improvements at Isolation Hospital, 
$125,000. 

For years the Negro hospital has 
been denounced as inadequate and un- 
safe. The existence of intolerable con- 
ditions in the care of tuberculous 
children and in the observation ward 
of the City Hospital was stressed in 
the campaign. 





Program Planned for 
Congress of A. M. A. Group 


Preliminary announcement of the 
program of the annual congress of 
the Council of Medical Education and 
Hospitals of the American Medical 
Association, to be held in the Palmer 
House, Chicago, February 12 and 13, 
reveals that the American Conference 
on Hospital Service and the Federa- 
tion of State Medical Boards will par- 
ticipate in the program that has been 
arranged for the congress. 

The congress will open on Monday, 
February 12, at 10 a.m. with a review 
of the accomplishments of the council 
by the chairman, Dr. Ray Lyman Wil- 
bur. Addresses will also be made by 
Dean Justin Miller of Duke Univer- 
sity, President Sproul of the Univer- 
sity of California, and Dr. Dean Lewis, 
president, American Medical Associa- 
tion. 

The joint session with the American 
Conference on Hospital Service will 
take place on Monday afternoon at 2 
p.m. Howard S. Cullman, president, 
Beekman Street Hospital, New York 
City, will discuss the relations of hos- 
pital trustees and staff members and a 
symposium on the size and scope of a 
university clinic will be conducted by 
Dr. Henry Houghton, director, Univer- 
sity of Chicago Clinics, Dr. Nathan B. 
Van Etten, New York City, and Dean 
J. H. J. Upham, Ohio State University 
College of Medicine. 

There will be one session on Tuesday 
morning and two sessions on Tuesday 
afternoon. 
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Patients prefer Norwegian 
Medicinal Cod Liver Oil 


because of its great purity and because its taste is 
much less pronounced than that of similar oils. 


The latest scientific investigations made by 
Professor Poulsson at the Vitamin Institute 
of Oslo, show that the vitamin D content of 
Norwegian medicinal cod liver oil is up to a 
hundred per cent. higher than that from other 
sources. That is why Norwegian medicinal 
cod liver oil is the most effective medicine 
against rickets. 


Norwegian medicinal cod liver oil is also 
very rich in vitamin A, besides containing 
a substantial amount of iodine. 


Norwegian Medicinal Cod Liver Oil 


world famous for its high quality. 


Printed matter will be sent on application to: Reklame- 
fondet for norsk medicintran, Post box 226, Bergen, Norway. 
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Proposed Enlargement of 
Charity Hospital Protested 


An application by the board of ad- 
ministrators of Charity Hospital, New 
Orleans, for an allotment of $9,600,000 
of federal funds for the erection of a 
new twenty-six-story hospital for pay, 
part-pay and free patients has been 
vigorously protested by the other hos- 
pitals in New Orleans. 

In a resolution forwarded to Wash- 
ington the nongovernmental hospitals 
point out that no survey of the hospital 
facilities and needs of Louisiana has 
been made by competent hospital con- 
sultants, that it is believed the present 
Charity Hospital is adequate for the 
needs of indigent patients, that decen- 
tralization of hospital facilities 
throughout the state is desirable, that 
the nongovernmental, nonprofit hospi- 
tals have facilities and accommoda- 
tions for at least 400 more indigent 
patients and could accommodate them 
if recompensed at a moderate per cap- 
ita per diem rate, and that the building 
of the proposed hospital would be an 
unprecedented departure from the rec- 
ognized functions of a state charity 
hospital. 

The resolution specifically states 
that the hospitals “approved the re- 
placing of any present building that 
may be antiquated or unfit for use by 
reason of age or physical conditions, 
provided there is no increase made in 
the number of patients’ beds.” 





Medics Oppose Erection 
of Cancer Hospital 


The Wayne County (Michigan) 
Medical Society unanimously went on 
record at a recent meeting as opposed 
to the proposed erection of a cancer 
hospital at Eloise, Mich., according to 
the Journal of the American Medical 
Association. The council believes that 


the proposed cancer hospital is not nec- : 


essary, because less than 50 per cent of 
the hospital beds in the Detroit area 
are occupied and because all the pri- 
vate hospitals in that city have well 
equipped cancer services, and a suffi- 
ciently large number have the latest 
high voltage apparatus. 

The society maintains that since the 
cancer services in Detroit hospitals are 
doing 75 per cent of their work on 





NEWS OF THE MONTH ° 


cancer patients free, it cannot justly 
be claimed that a special cancer hospi- 
tal is necessary to take care of indi- 
gents, and, further, that statistics 
show that no better results are ob- 
tained in the special cancer hospital 
than in the private general hospital. 





Visitor Thinks Highly 
of Hospitals in U. S. 


After a tour through a considerable 
number of the leading hospitals of the 
United States and Canada, Dr. Lewis 
S. Robertson, superintendent, Pretoria 
Hospital, Pretoria, South Africa, 
writes The MODERN HOSPITAL that he 
is impressed by the high standard of 
hospital service in this country, the im- 
portant part research plays in the or- 
ganization, the efficiency of training 
methods and the close cooperation that 
exists between the various medical de- 
partments. 

“Wherever I have visited,’ Doctor 
Robertson says, “I have been received 
with the greatest of courtesy. Please 
express my thanks for the kindness 
received at the hands of a large num- 
ber of your hospital administrators.” 





U. S. Says Hospitals May 
Barter on Milk Prices 


The U. S. Department of Agricul- 
ture has ruled that hospitals may ne- 
gotiate for such price concessions on 
milk as they can obtain, whether from 
an independent distributor or from a 
producer. The official announcement 
is as follows: 

“The policy of the agricultural ad- 
justment administration is to encour- 
age price concessions to bona fide pub- 
lic relief agencies by associations of 
producers, distributors and processors, 
which are parties to regional milk shed 
agreements. 

“The policy of the administration is 
to leave federal relief agencies and 
other similar agencies free to deal with 
the situation in each community, and 
therefore the administration is unwill- 
ing to tie such agencies’ hands by spon- 
soring a fixed price schedule for relief 
purposes. 

“In making this announcement, the 
administration emphasized that the 
problems involved differ from locality 










to locality, and must of necessity be a 
matter for decision by the parties to 
regional agreements. 

“The administration has not under- 
taken to make hard and fast distince- 
tions between relief agencies, hospi- 
tals operated for profit, and those op- 
erated partly or wholly for charity. 
The question of how far the farmer 
or the distributor should go in assum- 
ing the cost of cheap sale and distri- 
bution of milk for charitable purposes 
has been dealt with in the light of local 
conditions by the parties to milk shed 
agreements.” 





Hospital Reopened in 
Michigan Town 


A lease has been granted by the 
United States government for the use 
of the Mount Pleasant Indian School 
Hospital, Mount Pleasant, Mich., as a 
community hospital. Prior to the sus- 
pension of the Indian school last July, 
the hospital had been used solely for 
the pupils attending the institution. 

The lease was granted upon the re- 
quest of several of the leading physi- 
cians and surgeons of the city. The 
institution was reopened on December 
1 as the Mount Pleasant General Hos- 
pital. 

The hospital has an operating room, 
two large sun rooms with eight beds 
and two wards and private rooms, 
making a forty-bed institution. X-ray 
and laboratory equipment will be in- 
stalled in the near future. Mae Glea- 
son is supervisor of the hospital. 





Date Set for Birth 
Control Conference 


The American Conference on Birth 
Control and National Recovery will be 
held in Washington, D. C., January 15 
to 17, under the auspices of the Na- 
tional Committee on Federal Legisla- 
tion for Birth Control. The committee 
is sponsoring a bill which will permit 
physicians, hospitals and public health 
agencies to give out contraceptive in- 
formation in appropriate instances. 
The movement for voluntary parent- 
hood recently gained increased ap- 
proval through the publication, under 
Catholic auspices, of a study of the ef- 
fect of the menstrual cycle on fertility. 
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YOUR EYES and 
you can SEE 


You never can realize the tremendous improvement 
that dermatizing gives to ordinary gloves until you 
put a pair of Matex Dermatized gloves on your 
own hands. Wet the gloves—then close your eyes 
and you can see why Matex Dermatized gloves are 
the nearest approach to the bare fingers, and 
realize a new sensation in deftness, security and 
finger sensitivity. 

Dermatizing is a process, developed in our plant 
and used exclusively in the manufacture of Matex 
gloves. Dermatizing gives you real “skin-like” 
glove texture, soft as velvet, slip- proof as a vise. 


Ask your Matex dealer to show you why dermatizing 
is the greatest glove improvement of the decade. 


MICROSCOPIC PHOTO MAGNIFIED 8 TIMES NORMAL 
Ordinary rubber surface Dermatized surface 


THE MASSILLON RUBBER CO. 
MASSILLON . OHIO 














SIRIUS DRAINAGE TUBES 


@ A woven cellulose-fibre drain that is elastic 
and porous, therefore possessing many advan- 


tages over rubber drains. They have a perfectly 
smooth surface, do not enter into any physical 
or chemical relation with the living tissue and 
will not deteriorate. 


@ Sirius Drains are especially useful as capillary 
drains, and may be loosely filled with gauze 
strips, in which case the gauze as well as the 
tube walls afford drainage. In making tube 
drains, the walls can be made more rigid by 
° ° ° . diameter per length 
merely turning a small section of the tubing , Giaiien Oe teat 


into the lumen, as shown in figures A and B. - diameter per length 
. diameter per length 


. diameter per length 
®@ Sterilization is done by autoclaving or in . diameter per length 
. diameter, heavier mesh, per length... 


emergencies by boiling. . diameter per length 


PRICES FOR 5 METER LENGTHS: 
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SURGEONS’ INSTRUMENTS — \Sigo5°/ HOSPITAL SUPPLIES a EQUIPMENT 


OGDEN AVE. ~ VAN BUREN and HONORE STREETS 
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P. J. McMILLIN, superintendent, 
City Hospital, Cleveland, has resigned 
to accept the superintendency of Balti- 
more City Hospitals, Baltimore, suc- 
ceeding Bric. GEN. R. E. LONGAN, who 
retired at his own request on October 
15, after a service of ten years. WILLIS 
J. GRAY, who has been associated with 
the Cleveland institution for seven 
years, has been named superintendent. 


EDWARD GRONER has resigned as su- 
perintendent of Baptist Hospital, 
Alexandria, La., to accept a position 
with Southern Baptist Hospital, New 
Orleans. Dr. H. O. BARKER is the new 
head of the Alexandria institution. 


Rev. Dr. CHESTER C. MARSHALL, as- 
sociate director of Methodist Episcopal 
Hospital, Brooklyn, N. Y., for four 
years, has assumed the post of director 
left vacant by the resignation of REv. 
Dr. JAMES E. HOLMES. DocToR HOLMES, 
who has headed the hospital’s activi- 
ties for the past eighteen years, has 
been made director emeritus. GRACE 
B. HINCKLEY continues as superintend- 
ent of the hospital. 


CHARLES A. PARKER, formerly prin- 
cipal of the Sherman School, Tacoma, 
Wash., has been appointed superin- 
tendent of the State Custodial School, 
Medical Lake, Wash., succeeding 
WaLpo F. SMITH. MR. PARKER as- 
sumed his new position on January 1. 


Sister M. HELENA, superintendent 
of Holy Family Hospital, La Porte, 
Ind., for approximately twenty-five 
years, has resigned, on account of ill 
health. She has been succeeded by SiIs- 
TER M. FIDELIS, who has been asso- 
ciated with the hospital since 1928. 


SISTER ROSALIE, superintendent of 
nurses at the A. Barton Hepburn Hos- 
pital, Ogdensburg, N. Y., has been 
made a member of the New York State 
Board of Nursing. 


Dr. H. B. BALLOU, assistant super- 
intendent of Mansfield State Training 
School and Hospital, Mansfield Depot, 
Conn., died recently of heart disease. 
DocToR BALLOU, who was fifty-seven 
years of age, had been associated with 
the Mansfield institution since 1920. 


Dr. JOHN E. OFFNER has been ap- 
pointed superintendent of Weston 
State Hospital for Insane, Weston, W. 
Va., succeeding Dr. CECIL DENHAM. 


PERSONALS 


Dr. Henry S. K. WILLIS has been 
named superintendent of William H. 
Maybury Sanatorium, Northville, 
Mich., succeeding DR. BRUCE H. DouG- 
LAS, who has been appointed controller 
of the tuberculosis division of the De- 
troit Health Department. 


BERTHA C. STIRTON, formerly as- 
sistant superintendent of Carson C. 
Peck Memorial Hospital, Brooklyn, 
N. Y., has been made superintendent 
of nurses at the People’s Hospital, 
New York City. 


E. R. Hoot, superintendent of Car- 
bondale General Hospital, Carbondale, 
Pa., for the past five years, has re- 
signed. HERBERT KEYSER, hospital con- 
sultant of Pittsburgh, has been ap- 
pointed acting superintendent. 


Dr. A. M. JOHNSON, health officer of 
Rochester, N. Y., is serving as acting 
superintendent of Rochester Municipal 
Hospital pending the appointment of a 
successor to the late J. W. THOMPSON. 


F. W. BRoulirtrt, assistant director of 
Hamot Hospital, Erie, Pa., has been 
appointed superintendent of Warren 
General Hospital, Warren, Pa. Mr. 
BROUITT, who had been associated with 
Hamot Hospital for twenty years, as- 
sumed his position on December 15. 


DR. FREDERICK L. BOGAN has been 
named superintendent of the Sanato- 
rium Division of Boston City Hospital, 
Mattapan, Mass. 


RICHARD B. BENSON, who organized 
and has been head of the department 
of social service and statistics of the 
Methodist Hospital, Indianapolis, for 
the last year has accepted a position 
as business manager of the Nebraska 
Methodist Episcopal Hospital, Omaha, 
Neb. Mr. BENSON is the son of DR. 
JOHN G. BENSON, superintendent of 
the Methodist Hospital, Indianapolis. 


MARGARET BROOKS has been named 
superintendent and ERWIN W. WEGGE 
has been named business manager of 
Moline Public Hospital, Moline, Il. 
MIss BROOKS, as superintendent, will 
be in full charge of all the departments 
at the hospital and MR. WEGGE will be 
in charge of the physical properties. 


Dr. PASCAL F. LUCCHESI, who for 
the past two years has been serving 
as acting superintendent of Philadel- 
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phia Hospital for Contagious Diseases, 
has been named superintendent. 


AIDATH LOSHER was recently ap- 
pointed superintendent of Community 
Hospital, Ashland, Ore. 


CoL. JAMES D. HEYSINGER was re- 
cently appointed commanding officer 
at Station Hospital, Fort Sam Hou- 
ston, San Antonio, Tex. 


EDNA M. ROCKEFELLER is the new 
superintendent of Muskogee General 
Hospital, Muskogee, Okla. 


JULIA VOGEL, who has been asso- 
ciated with Gritman Hospital, Moscow, 
Idaho, for the past thirteen years, is 
now superintendent of the institution. 


JOHN H. BAIRD has been appointed 
superintendent of Veterans Adminis- 
tration Hospital, North Little Rock, 
Ark., succeeding Dr. JOHN A. PRINGLE, 
who is now in charge of the Veterans 
Administration Hospital, North Chi- 
cago, Ill. 


SISTER M. LOUISE, superintendent of 
Andrew Kaul Memorial Hospital, St. 
Mary’s, Pa., died on December 10. SIs- 
TER LOUISE had been head of the insti- 
tution since August 15 of last year. 


Dr. E. H. MAGGARD, superintendent 
of Eastern State Hospital, Lexington, 
Ky., has been transferred to the super- 
intendency at Central State Hospital, 
Lakeland, Ky., to succeed Dr. W. A. 
QUINN, resigned. The new superin- 
tendent at Eastern State Hospital is 
Dr. EDWARD DAVENPORT, formerly as- 
sistant superintendent. 


Dr. W. G. CASSELLS, chief medical 
officer at the Veterans Administration 
Hospital, Hines, IIll., has been trans- 
ferred to Washington, D. C., where he 
will serve as a member of the board 
of appeals in the veterans’ bureau. DR. 
W. E. KENDALL, formerly assistant, 
has been made chief medical officer. 


SISTER M. LIGOURI was recently ap- 
pointed superintendent of Mercy Hos- 
pital, Cadillac, Mich. 


MARIE A. MOorE is the new superin- 
tendent of Community Hospital, Ge- 
neva, Ohio. 


Dr. JOHN L. GROH is now superin- 
tendent of Lebanon Sanatorium, Leb- 
anon, Pa. 
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an NEW 
INFANT 
BATHING ROUTINE 


“Continuous protection against 

bacteria attack is offered by 

this new routine. Huntington 

Baby Oil is self-sterilizing, and 

prevents the entrance of germs 

of Pemphigus, Impetigo or other 
derma disorders. Baby-San, | recommend, because it leaves 
the baby's skin clean and lubricated." 


“This “new Huntington Infant 

Bathing Routine is so much 

simpler. Bathing the baby one 

day with Baby-San, and apply- 

ing Baby Oil the next, not only 

saves a lot of time, but it also 
keeps the babies in better humor. It leaves the tender skin 
soft, warm and free from irritation or dryness." 


“If it's recommended by the firm 
which makes Beby-San, it must 
be good. No other baby soap 
compares with Baby-San. Yes, 
the reputation of the maker 
means a lot to me. | know | 
can always depend on Huntington Laboratories products." 
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ANNOUNCEMENT 


A fifth “expansion move” in ten years becomes 
necessary to better serve the growing needs of 
our loyal friends. 


Faith in continued loyalty—in America and in 
continued growth of the Hospital Field, justifies 
this latest ambitious move. Here’s our “Log of 
Progress”: 


@ In February, 1923—moved to 15 N. Jefferson St. 
(2) In August, 1928—Doubled space. 
@) In July, 1930—Opened Pittsburgh Office & 


om 
Warehouse. 


@ In October, 1933—Opened New York Sales 
Office. 
® 


Effective Jan. Ist, 1934, moved Main Office to 
Chicago’s gigantic MERCHANDISE MART. 


We acknowledge deep obligation to more than 
3,000 hospitals for our progress. We accept the 

I & I 
ever-growing responsibilities of leadership. We 
pledge anew our Golden Rule of service— 
Selected Products—Progressive Research— 
Honest Prices. 


—_—--— —Tear This Out for Reference 


OUR NEW HOME OFFICE ADDRESS IS 


MERCHANDISE MART—CHICAGO, ILLINOIS 
New Phone Number is DELaware 4070. 

EASTERN SALES OFFICE and WAREHOUSE: 
108 SIXTH STREET—PITTSBURGH, PA. 
Phone Number—Atlantic 9982. 

NEW YORK SALES OFFICE (Sales only) 
315 Fourth Avenue—New York City, N. Y. 
Phone Number—Gramacy 5-3057. 


AMERICAN HOSPITAL 


108 SIXTH STREET 
PITTSBURGH 
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Georgia Association 
Holds Quarterly Meeting 


The first quarterly meeting of the 
Georgia Hospital Association was held 
at the Piedmont Hospital, Atlanta, on 
October 27. Robert Hudgens, presi- 
dent of the association, presided. 

The following committees were ap- 
pointed for the ensuing year: 

Legislative—Chairman, George R. 
Burt, superintendent, Piedmont Hospi- 
tal, Atlanta; Dr. Grady N. Coker, 
superintendent, Coker’s Hospital, Can- 
ton; J. B. Franklin, superintendent, 
Grady Hospital, Atlanta; Jane Van de 
Vrede, Atlanta, and Howard Williams, 
superintendent, Macon Hospital, Ma- 
con. 

Membership—Chairman, Lillian M. 
Bischoff, Atlanta; Carrie M. Spurgeon, 
Atlanta, and Clara E. Swanson, super- 
intendent, R. F. Strickland & Son Me- 
morial Hospital, Griffin. 

Program—Jessie M. Candlish, su- 
perintendent, Henrietta Egleston Hos- 
pital for Children, Atlanta, and Ther- 
esa Younger, superintendent, Scottish 
Rite Hospital, Decatur. 





British Discuss Group 
Hospitalization Plans 


The development of reciprocal rela- 
tions between the various group hos- 
pitalization plans in England, the 
extension of the plans to middle class 
groups, and the increase of the benefits 
to include the service of specialists 
were three outstanding subjects dis- 
cussed at the third annual conference 
of the British Hospitals’ Contributory 
Schemes Association held recently at 
Harrowgate, England. 

The proceedings of the conference 
contain important addresses by Syd- 
ney Lamb, secretary of the Merseyside 
Hospitals Council of Liverpool; Sir 
Robert Bolam representing the British 
Medical Association, and Dr. Peter 
MacDonald, chairman of the hospital 
committee of the British Medical As- 
sociation. 

Mr. Lamb reminded the conference 
that in 1930 the principle of reciprocity 
between various schemes had been en- 
dorsed. Not only should the reciprocity 
provide for paying for the hospitaliza- 
tion of members outside of the area of 
a particular scheme but for the elimi- 
nation of competition between schemes. 





All hospitals in each area should co- 
operate in a common contributory 
scheme, Mr. Lamb declared. 

The British Hospital Association, 
through its president, expressed the 
gratitude of the hospitals to the con- 
tributory schemes, which have, accord- 
ing to all observers, saved the volun- 
tary hospitals of England. 

The extension of contributory 
scheme principles to the middle classes 
was earnestly advocated by Sir Robert 
Bolam, speaking for the British Medi- 
cal Association. He stated that “with 
the changing economic circumstances, 
the middle class person has been placed 
in a position which seems to us... 
unduly hard. Either he cannot obtain 
hospital service at all, or if he can ob- 
tain it, it is only on such terms as are 
rather outside his means.” 

Sir Robert proposed that a restricted 
scheme be set up for such persons on 
the following principles: first, admin- 
istered neither by doctors nor hospitals 
but independently; second, patients 
able to choose practically any hospi- 
tal; third, for those below a certain 
income a complete hospital service, for 
those above the limit a sharing of 
costs; fourth, the exclusion of the gen- 
eral practitioner’s service, which is 
already provided under health insur- 
ance. 

“You cannot succeed,” Sir Robert 
declared, “unless you get friendly and 
cheerful cooperation from the doctors 
who are going to give the service in the 
institutions.” 





New Hospital Will Be 
Erected in Mt. Pleasant 


A new thirty-two-bed hospital is to 
be erected in Mt. Pleasant, Mich., by 
Dr. L. F. Hyslop and Dr. R. S. Strange, 
who are now operating the. Brondstet- 
ter Memorial Hospital, Mt. Pleasant. 

The main floor will contain offices 
for three doctors and a dentist, a re- 
ception room, a laboratory, a phar- 
macy, a physiotherapy department, 
x-ray facilities, eye, ear and throat 
departments, an admitting room, a 
dining room and the main kitchen and 
diet kitchen. 

There will be ten private rooms on 
the third floor, three semiprivate 
rooms and four four-bed wards. The 
third floor will have a solarium, an 
open air roof and two reserve rooms. 
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CWA Workers Covered by 
U. S. Compensation Act 


The employment of 4,000,000 men 
and women by the civil works adminis- 
tration brings these workers within 
the scope of the United States Em- 
ployees’ Compensation Act of 1916, 
according to the Journai of the Ameri- 
can Medical Association. 

This means that employees injured 
in the performance of duty or con- 
tracting occupational disease will be 
able to obtain medical and hospital 
service from government hospitals and 
medical agencies where such exist in 
adequate numbers. Where adequate 
federal facilities are not available, 
other public medical facilities, state, 
county or municipal, may be used. 
Where no government facilities are 
available, local civil works administra- 
tors may arrange for medical care 
through designated physicians or with 
reputable physicians who will agree to 
charge only stipulated fees. 

When nongovernmental hospitals 
and private physicians render the serv- 
ice, their charges must not exceed the 
charges ordinarily made for other pa- 
tients in the same income class. 





Berkeley General Hospital 
Expands Services 


Two developments of interest have 
occurred recently at Berkeley General 
Hospital, Berkeley, Calif. Two new 
wards have been opened and an out- 
patient part-pay clinic has been or- 
ganized. A flat rate charge of $50 for 
maternity cases has been established 
at the hospital. This includes ten days’ 
hospitalization in a private room, de- 
livery room charge, dressings, anes- 
thetic, and laboratory service. 

The new wards consist of a baby 
ward and a children’s ward, where 
complete facilities are provided for 
pediatric cases. A rate of $2.75 a day 
has been set for the baby ward and 
$3.25 a day for the children’s ward. 

The out-patient part-pay clinic was 
organized by the medical staff. It is 
intended for persons who are unable 
to pay in full for medical services. 

The east wing of the hospital has 
been remodeled and equipped for this 
clinic. 

Charles F. Drew is superintendent 
of the hospital. 
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The 


NEEDLE 


with a 
permanent 


SHARP EDGE 


Nothing takes the place of steel. 
VIM Needles are made from genu- 
ine Firth Brearley Stainless Steel— 
they remain sharp indefinitely. They 
do not have to be wired or dried af- 
ter cleansing. VIM Needles outlast 
ordinary Needles as much as 5 times. 
Ask for them by name—VIM, the 
needle with the permanent sharp 
edge and the Square Hub. 


VIM 





STAINLESS STEEL 
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The Jarvis & Jarvis Caster has many features that are 
unobtainable in other Casters. This Caster, besides 
having a double Ball Bearing Swivel, and rubber ex- 
panding applicators, actually absorbs shocks! Hospital 
authorities can appreciate what this feature means in 
the comfort of patients. 

Why don’t you try a set of these Casters on approval? 
Try them on your own beds, and notice the difference. 
Specify size desired—2”, 3”, 4”, 5”. Write today. 


JARVIS & JARVIS, INC. 


MANUFACTURERS OF SUPERIOR 
HOSPITAL CASTERS AND TRUCKS 


102 SO. MAIN ST. PALMER, MASS. 


Representatives in Principal Cities. 





Caster that absorbs shocks 






AMERICAN 


.. STERILIZERS 
..BEDPAN WASHERS 
.. DISINFECTORS 

.. WARMING CABINETS 


“AMERICAN” 


KNY-SCHEERER. 


SUL 611@- Gam @)a4.0-0l) (Ceni.G-] ma 


OBSTETRICAL TABLES 
HAWLEY FRACTURE TABLES 
MARTLAND AUTOPSY TABLES 





All manufactured to the same exacting requirements which 


| have made American Sterilizers famous and popular with 
competent executives. 


AMERICAN STERILIZER COMPANY 


HOME OFFICE..... ERIE, PA. 


New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Streei 
Boston Office: 735 Boylston Street 
Messrs. Ingram & Bell, Ltd., Montreal, Toronto, Winnipeg, Calgary 

















| Now Steines 
BRIGHT + LINE 


Ftaemacytometer 








To the doctor, the greatest noticeable improve- 
ment is the ease with which the lines can be 
found and seen. @ The lines are white, with a 
grey background of metal fused into the glass. 
@ The new Spencer “Bright-Line” Haemacytometer 
offers these advantages: 
1. Visibility of lines greatly increased. 
2. It is not necessary to stop down condenser to focus. 
3. A marked improvement in visibility of particles in 
solution. 
4. Decreases eyestrain—increases comfort to person 
making the count. 


Folder M-59-M fully describes its construction and 
improvements. Write for your copy today! 


Spence Company ye 


BUFFALO 
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NEWS FROM 
MANUFACTURERS 





A PROTECTION FOR LOBBY FLOORS 


Entrance and lobby floors may be protected from dirt and 
wear by Lynnlink rubber and leather mats, made by the 
Lynn Leather Washer and Mat Co., Manchester, Conn. The 
mats are one-half inch thick, with alternate open spaces 
and laminated solids, held together by rustproof wire links 
that bind each section. The stock sizes for these mats range 
from 15 by 24 inches to 24 by 36 inches, but they may be 
had in any special size desired. Stock mats are made with 
a border and either a diamond center or a plain center. 
However, many combinations of colors and designs may be 
obtained. 





A NEW PEDESTAL TYPE KETTLE 


An improvement which is of great interest to hospitals 
that are anxious to have their kitchens as showy and sani- 
tary as possible has just been announced by the Aluminum 
Cooking Utensil Company, New Kensington, Pa., in its 
introduction of a pedestal type steam jacketed kettle. 

Hospitals have long desired this pedestal type kettle, 
which is a departure from the usual stand arrangement, 


The pedestal 
type steam jack- 
eted kettle devel- 
oped by the Alu- 
minum Cooking 
Utensil Com- 
pany is a useful 
and attractive 
addition to the 
kitchen. 


for its added appearance value. This cooking unit is avail- 
able in both popular types of rigid “Wear-Ever” kettles, 
types No. 1 and No. 3. 

Its general well balanced design is readily seen in the 
picture. Of interest is the manner in which the fittings are 
attached. The steam and return lines are enclosed in the 
pedestal. Access to the fittings of the kettle can be had 
through a door in the back. 





NEW DEVICE PREPARES BANANA PUREE 


A simple device for making purée of bananas is manu- 
factured by The Borkland Organization, Western Springs, 
Ill. The Banana Creamer consists of a tube and plunger 
of chromium plate which rests like a cover on an earthen- 
ware jar. A peeled half banana is placed in the tube, and 
the plunger pressed down to force the fruit through the 
perforations at the bottom of the tube. Only ripe fruit 
may be creamed in this way, thereby preventing the use 
of indigestible green fruit. 
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A MANY PURPOSE SLICING MACHINE 

Much time and labor in preparing all sorts of vegetzble 
dishes can be saved in the hospital kitchen through the use 
of a new vegetable slicer produced by John E. Smith’s Sons 
Co., 50 Broadway, Buffalo, N. Y., known as Model C. She 
machine slices and shreds various vegetables, fruits and 
nuts, grates cheese, cuts julienne and French fried potatves, 
and is also adapted to slicing thin, uniform potato chips, 

A small but efficient meat grinder can likewise be at- 


This new slicing 
machine serves 
many purposes 
in the kitchen. 
Eight different 
attachments are 
provided with 
the machine. 


tached to the machine. In fact, eight different attachments 
are provided, including a grater disk, a shredder disk with 
a 5/64-inch hole, a French fried disk, a slicer disk adjust- 
able up to %-inch thickness, a julienne disk with a 3/16- 
inch square hole, two slicer fronts and a meat grinder. The 
machine, which is equipped with a 144-h.p. motor, weighs 105 
pounds. It is 16% inches long, 19% inches wide and 21 
inches high. It can be supplied with an extended shaft to 
which a grinding or buffing wheel may be attached. 





IMPROVED METHOD OF HEAT CONTROL 


Temperature control by the Dunham Differential Vac- 
uum Heating method, built by C. A. Dunham Co., 450 East 
Ohio Street, Chicago, covers two essential features: (1) 
that of operating a valve in response to room thermostats 
and (2) the more important phase of controlling the cir- 
culation and distribution of variable steam temperatures. 

This improved method of control meets the hospital’s 
need for a variable supply of heat without recourse to 


The Dunham Con- 
trol Panel provides 
continuous indica- 
tion of the thermo- 
stat demand and 
the extent of the 
control valve open- 
ing. Control of the 
system may be al- 
ternated readily by 
merely setting the 
knob at the desired 
temperature. 


intermittent on-and-off heating. The Dunham Control Sys- 
tems function automatically to maintain as even a distri- 
bution and circulation under a minimum supply of steam 
as is accomplished under the maximum demand. 

The Dunham Control Panel here illustrated provides con- 
tinuous indication of the thermostat demand and the extent 
of the control valve opening. It gives a selective means of 
alternating the control of the system at the will of the 





THE MODERN HOSPITAL—January, 1934 


Look what you 


8 re 


this modern inhalator 











1 Absolute safety: Stands on the 
® floor, will not tip or spill. Won't 
burn. 


7] Big capacity: The Ideal Inhala- 
® tor holds enough for fifteen 
hours’ continuous operation. 





3 Balanced vapor- 4 Cooled vapor: 
® ization: The cor- —— ® The vapor is 
rect mixture of air and AAS cooled automatically 
medicated vapor is HAS, “4 and may be directed 
maintained throughout Re Ee right onto the face of 
operation. Bt) 2 the patient. 


§ Cool to handle: No. |. The nozzle of heat- 
® resisting Bakelite. No. 2. The flexible tube 
is covered with rubber. 


4 Controlled volume: A simple reversible 
® plug increases or diminishes vaporization. 


7 Quick vaporization: Turn on the current. 
® Vapor starts in eight minutes. 


8 Fully automatic: When the The medicant retains its 
® water boils out the current is ® strength and volatility over 


turned off. Can't burn out. a longer period of time. 
Ideal Food Con- 


veyor Systems — There is only one way to learn all the advantages of the Ideal Inhalator. Try it. See 


for yourself how valuable it is in the relief of croup and many respiratory diseases. Take 


a ty page advantage of our i0-day free inspection offer. Use the coupon. 


sive hospitals all 


a (| 


Ideal Wheeled Mi // 
ST akcaleah on —f€ Nd J 
aesthesia types. ry 


Welded, won't rat- 


tle loos e— easy 





Manufactured and sold only by 


THE SWARTZBAUGH MFG. CO., TOLEDO, OHIO 


Sales offices in principal cities 


FREE INSPECTION OFFER 
THE SWARTZBAUGH MFG. CO. 
TOLEDO, OHIO 


Ship me prepaid from your nearest stock one Ideal Inhalator, 
ity trucks, box Model No. 110! for a free 10-day inspection without obligation. 


rolling—deep litter. 


Ideal Trucks — util- 


trucks, kitchen Hospital 
trucks—all built on Street City 


~ oe aK Superintendent 








Ideal principle. 








The Maids at the 
Ohio Valley General 
Hospital are cheering to 


the patients and a credit 
to Mr. Turk 


af af A, 
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eet 
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J.S. Turk, Superintendent, overlooks 

no details in making the Ohio Valley 

General Hospital a pleasant home 

for the sick. Even the hospital maids 

are neatly and attractively garbed in 
®S) cheerful, colored uniforms. 


Mr. Turk writes, ‘Indian Head Fabrics have given 
us such good service that we specified this brand 
to be used in making uniforms for our maids. 
These uniforms are colored, and the knowledge 
that Indian Head Fabrics are guaranteed fast, 
further prompted us to decide upon Indian Head.” 


INDIAN HEAD 


REO. U.S. PAT. OFe- 


CLOTH 


Uniforms made of Indian Head Cloth stay fresh 
and neat throughout the busiest day, thanks to the 
Indian Head Permanent Finish.* They’re slow to 
wrinkle or soil, and they launder perfectly. 


Better manufacturers use Indi:n Head YW 


A NASHUA PRODUCT 





Cloth for doctors’ coats, operating gowns, 

nurses’ and orderlies’ uniforms. Look for = 

the Indian Head label. Code 1 
*U. S. Pat. No. 1,439,519 


Nashua. Mfg. Co. 


oreted 1823 


step ae A016) 
Anchar Sheets 


Boston, Mass. 


Nashua Blankets @ 
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management by merely setting the knob to the desired tem. 
perature. It contains a switch to change the system from 
normal automatic operation to manual which may be used 
for night service or emergencies. The panel may be piaced 
conveniently either in the superintendent’s office or ii, the 
engineer’s office. 





A FAST CUTTING SANDPAPER 


An electric process for coating sandpaper has produced 
a sheet abrasive that gives quick results and has long wear- 
ing qualities. The increased efficiency is provided by 
presenting a maximum number of cutting points evenly dis- 
tributed over the surface of the sheet. The electric proc- 
ess stands each grain on its long axis, thereby increasing 
the length of time the sandpaper may be used. The im- 
proved cutting efficiency produces a smooth, uniform fin- 
ished surface on wood, metal, paint, rubber, marble and 
other common building materials. Various shapes, styles 
and abrasive grits suitable for every purpose to which 
sandpaper is applicable are included in this line. 





A SMALL X-RAY UNIT 


A new, small x-ray unit, made by the General Electric 
Co., Schenectady, N. Y., is rated at 58,000 volts and 10 
milliamperes. The new device operates from an ordinary 
light socket. It is shockproof, and may be operated in per- 
fect safety by the layman. This small unit, however, is 
capable of making x-ray photographs of the entire human 
body, or it may be used for fluoroscopic examinations. 





A NEW OPERATING LIGHT 


The Scialytic “Flash,” the new combination operating 
and emergency light, made by the Scialytic Corporation of 
America, Philadelphia, features a production of concen- 
trated light hitherto unknown in the surgical operating 
field from a single small light source. Most important of 
all, the light suffers no reduction in intensity when, in case 
of an emergency, it switches over to its reserve battery cur- 
rent. The change is accomplished in 1-75 of a second. The 


The Scialytic “Flash” combined operating and emergency 
light is shown standing in readiness behind the operating 
table. 
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6 REASONS 
for using 


HYGEIA 


BOTTLES AND NIPPLES 





——— 


e WASH 
@ BOIL 
@ STERILIZE 


this new rubberized 
fabric — 


‘ — Hygeia Breast Nipple 

without injury . — shaped like moth- 
er’s breast. 

Patented reinforced 

base to resist nipple 
collapsing. 


Patented tab allows 
handling without 
touching sterilized 
inner aan. 


Wide mouth—easy to 
fill, easy to rinse. 


A NEW ACHIEVEMENT 
IN FABRIC MAKING 


Smooth, rounded in- 
ner surface. 


Long Wear Means Low Final Cost 


Finest glass — stands 
repeated boiling. 
Lotus Cloth, the newest in rubberized materials, meee 
is economical because it is the ONE material 
for many uses. Thoroughly impregnated with 
pure latex and cured without the use of chem- 
icals, it has extreme long life and durability. 
Buy it by the bolt. There is no waste since it 


has a guaranteed shelf life of 5 years. 





Lotus Cloth is in use by hospitals and phy- 
sicians the country over, for bed sheets, pillow 
cases, crib sheets and covers, wet dressings, 
oxygen tents, laboratory aprons, surgical 


aprons, etc. 


Samples of Lotus Cloth will be sent 
on request 


Prices: No. 3A, Light, per yard 


No. 6, Heavy, per yard 


(Discount on quantity purchases of 25-50 yards or more) 


SHARP & SMITH 


65 E. Lake St. Chicago, Ill: 








Ox x Hygeia Nipples and Bottles contain ass 
these features. They assure three things: (1) 
Greater certainty of cleanliness. (2) Time saved 
at each preparation of the child’s formula. (3) 
A more contented nursing baby. 

Sample Hygeia Bottles and Nipples will be sent 
gladly to hospitals. Write for special hospital dis- 
counts to Hygeia Nursing Bottle Company, 197 Van 
Rensselaer Street, Buffalo, N. Y. 


ygeia 


THE safe NURSING BOTTLE 

















rN 
HEALING 
AGENT THAT 
WORKS 
24 HOURS 
A DAY! 


Rest and sleep are Nature’s greatest 
healing agents. And nothing con- 
tributes so much to the comfort of 
your patients as luxuriously smooth 
Dwight Anchor Sheets. 


Yet for all their sleep-abetting soft- 
ness, Dwight Anchors are woven 
and tailored for hard wear and lots 
of it. They have to be! For remem- 
ber, sheets work 24 hours a day in 
a hospital, not just 8 hours a night 
as in homes! 

And when your sheets aren’t on the 
beds, they’re in the laundry—go- 
ing through washer, wringer, and 
ironer. No wonder bed linen is an 
important item on every hospital 
budget. 


Dwight 
YY Anchor 


SHEETS AND PILLOW CASES 


Examine Anchor Sheets next time you 
buy. Note how they’re sturdily woven 
... strongly stitched at the hems... 
to give you 24 hour a day service and 
laugh at the laundry! Find out for 
yourself why Anchor Sheets are cut- 
ting replacement and repair IR 
costs in the world’s biggest 
hospitals! 


we bo our paRT 
ode 1 


Nashua, Mfg. Co. 


Iincorp fone Bal - med 
stop ae WANG Boston, Mass. 
Indian Head Fabrics 














Nashua Blankets 
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effectiveness of this light is measured by its speed, accy-. 
racy and dependability in automatic operation. It is com. 
pletely automatic, even to the charging of the batteries, 
and it requires no human aid in the moment of emergency, 

Measured light is an innovation in Scialytic lighting 
which is certified to produce a definite amount of light under 
given conditions. The test of an operating light comes 
when it is in use with two or more surgeons working under 
it and interposing heads, hands and shoulders between light 
source and the operating field. The new Scialytic AB light, 
because it uses no vertical beam, can achieve efficiency with 
a 100-watt lamp while two surgeons are working under the 
light. 

The Scialytic Corporation of America has recently 
opened new offices in the Chanin Building, New York City, 
to serve the New York territory. The main offices of the 
company remain in the Atlantic Building, Philadelphia, 
with F. L. Rice, vice president, in charge of sales. 





A NEW TYPE ELECTRIC DUMB-WAITER 


The Roto-Waiter, made by the Sedgwick Machine Works, 
150 West Fifteenth Street, New York City, is an entirely 
new departure in electric dumb-waiter design. Various 
economies have been effected in the design that lower the 
cost of the equipment without impairing its service. 

A single direction motor instead of a reversible one is 
used because a continuous steel roller chain that passes 
around sprocket wheels elevates and lowers the car. The 


This is an en- 
tirely new de- 
parture in elec- 
tric dumb- 
waiter design. A 
single direction 
motor is used in- 
stead of a re- 
versible one. 
Full automatic 
service is pro- 
vided. 


car and all the other parts are of metal, and are assembled 
as a complete unit, which premotes economy. 

Full automatic service is provided by an electro-magnetic 
brake and control switches at the two points between which 
service is intended. The landing switch automatically 
stops the car at the correct level. Should the door of the 
dumb-waiter be left open the car becomes inoperative, 
thereby providing a safeguard against accidents. 

The car sizes and load capacities meet all regular re 
quirements, and motors are supplied for single and poly- 
phase alternating current and direct current. 








